
 

  

 

Integrating Rehabilitation Services at 

Primary Healthcare Level in 

Johannesburg, South Africa 

 

 

 

Lebogang Johanna Maseko 

 

 

 

 

 

Original published work submitted to the Faculty of Health Sciences, University of the Witwatersrand, 

Johannesburg, in fulfilment of the requirements for the degree of Doctor of Philosophy. 

 

Johannesburg, 2024 



i 

Declaration 

I, Lebogang Johanna Maseko, student number 9703746R, declare that this thesis is my own 

work. It is being submitted for the Degree of Doctor of Philosophy at the University of the 

Witwatersrand, Johannesburg. It has not been submitted before for any degree or examination 

at any other university. I confirm lead authorship of the published articles included in my thesis. 

 

 

……Lebogang Johanna Maseko……….  ….…...28th day of October 2024 

Full name 

 

Supervisor 1: 

…Hellen Myezwa……………………………. ……28th day of October 2024_ 

Name 

 

Supervisor 2: 

…Fasloen Adams……………………………. ……28th day of October 2024_ 

Name 

 

  



ii 

Dedication 

To my Lord and Saviour Jesus Christ, all the Glory belongs to You. 

To my husband, Mark, and my children, Kgaogelo, Keletso, and Keamogetswe Maseko, thank 

you for your patience and for allowing Mommy time to work on her PhD. I hope I have made 

you proud.  

To my parents Charles and Elizabeth Komape and siblings Lerato Mpofu, Lesedi Komape and 

Lethabo Komape…my tribe… thank you for standing in the gap and filling in for me where I 

could not be. I love you! 

To my guardian angel…Lesego Komape…I hope I have made you proud.  

To my cheerleaders and prayer warriors…you know who you are…your prayers and words of 

encouragement carried me. 

  



iii 

Table of Contents 

 

Declaration................................................................................................................................... i 

Dedication ................................................................................................................................... ii 

Table of Contents ...................................................................................................................... iii 

Acknowledgements ................................................................................................................... ix 

Agreement by Co-authors ........................................................................................................... x 

Publications .............................................................................................................................. xii 

Conference and academic presentations .................................................................................. xiv 

List of Appendices .................................................................................................................... xv 

List of Figures .......................................................................................................................... xvi 

List of Tables .......................................................................................................................... xvii 

Contributions of Authors to the Study ................................................................................... xviii 

Nomenclature........................................................................................................................... xix 

Definition of Terms .................................................................................................................. xx 

Abstract ................................................................................................................................... xxii 

Format of the Thesis ............................................................................................................... xxv 

Chapter 1: Introduction ............................................................................................................... 1 

1.1 Introduction .................................................................................................................. 1 

1.2 Background to the Study .............................................................................................. 1 

1.3 Institutional and Policy Background ............................................................................ 2 

1.3.1 The Global Policy Framework ............................................................................. 2 

1.3.1.1 The WHO Rehabilitation 2030 Agenda ........................................................ 2 

1.3.2 The South African Health System and the Policy Landscape .............................. 3 

1.3.2.1 National Health Insurance and primary healthcare reengineering ................ 3 

1.3.2.2 The Framework and Strategy for Disability and Rehabilitation in South 

Africa (2015–2020) ......................................................................................................... 4 



iv 

1.4 Rationale of the Study .................................................................................................. 5 

1.4.1 Inadequate Clarity on Integration ......................................................................... 5 

1.4.2 Heterogeneity in Rehabilitation Service Delivery ................................................ 7 

1.4.3 Suboptimal Primary Healthcare Services ............................................................. 8 

1.4.4 Medical Versus Social Model of Rehabilitation and Disability ........................... 9 

1.4.5 The International Classification of Functioning, Disability, and Health and the 

Biopsychosocial Model to Rehabilitation and Disability .................................................. 11 

1.5 Research Question ...................................................................................................... 11 

1.6 Research Aim ............................................................................................................. 11 

1.7 Research Objectives ................................................................................................... 12 

1.8 Overview of Methodology ......................................................................................... 12 

1.8.1 Study Approach .................................................................................................. 12 

1.8.2 Study Setting ...................................................................................................... 14 

1.9 Study Design .............................................................................................................. 15 

1.9.1 Phase 1: Rehabilitation Services in the Broader Context ................................... 15 

1.9.2 Phase 2: Rehabilitation Service Profile .............................................................. 16 

1.9.2.1 Retrospective record review ........................................................................ 16 

1.9.2.2 Service provider interviews ......................................................................... 17 

1.9.3 Phase 3: The Rehabilitation Service User Experience ....................................... 18 

1.9.3.1 Study participants and sampling strategy .................................................... 18 

1.9.3.2 Data collection tools .................................................................................... 19 

1.9.3.3 Data analysis ............................................................................................... 19 

1.9.4 Phase 4: Evaluation of Rehabilitation Services and Proposed Rehabilitation 

Integration Framework for PHC at District Level in Gauteng, South Africa ................... 20 

1.10 Ethical Considerations ................................................................................................ 20 

1.11 Trustworthiness .......................................................................................................... 21 

Chapter 2: Underlying Philosophy and Conceptual Context of the Study ............................... 22 



v 

2.1 Introduction ................................................................................................................ 22 

2.2 Concepts and Conceptual Framework ........................................................................ 22 

2.2.1 WHO Health System Building Blocks ............................................................... 24 

2.2.2 Primary Healthcare and Primary Care ................................................................ 25 

2.2.3 Rehabilitation Service Delivery Models ............................................................ 26 

2.2.4 The RE-AIM Framework ................................................................................... 29 

2.3 Reflexivity .................................................................................................................. 31 

Chapter 3: Paper 1: Service Guidelines, Models, and Protocols for Integrating Rehabilitation 

Services in Primary Healthcare in Brazil, Russia, India, China, and South Africa: A Scoping 

Review ...................................................................................................................................... 33 

3.1 Introduction to Paper 1 ............................................................................................... 33 

3.2 Journal Details Paper 1 ............................................................................................... 33 

3.3 Author Contributions Paper 1..................................................................................... 33 

3.4 Copyright and Permission Paper 1 ............................................................................. 34 

3.5 Published Article ........................................................................................................ 35 

Chapter 4: Paper 2: Perceptions of Integrated Rehabilitation Service Delivery in a Metropolitan 

District ...................................................................................................................................... 50 

4.1 Introduction to Paper 2 ............................................................................................... 50 

4.2 Journal Details Paper 2 ............................................................................................... 50 

4.3 Author Contributions Paper 2..................................................................................... 51 

4.4 Copyright and Permission Paper 2 ............................................................................. 51 

4.5 Published Article ........................................................................................................ 52 

Chapter 5: Barriers, Facilitators, and the Future of Integrated Rehabilitation Services in Primary 

Health Care in a Metropolitan District ..................................................................................... 62 

5.1 Introduction to Paper 3 ............................................................................................... 62 

5.2 Journal Details Paper 3 ............................................................................................... 62 

5.3 Author Contributions Paper 3..................................................................................... 62 

5.4 Manuscript in Review ................................................................................................ 64 



vi 

Chapter 6: Paper 4: Let the Records Speak: An Exploration of Rehabilitation Services Offered 

in Primary Healthcare, Johannesburg Metropolitan District .................................................... 90 

6.1 Introduction to Paper 4 ............................................................................................... 90 

6.2 Journal Details Paper 4 ............................................................................................... 90 

6.3 Author Contributions Paper 4..................................................................................... 91 

6.4 Published article ......................................................................................................... 92 

Chapter 7: Paper 5: User Satisfaction with Primary Healthcare rehabilitation services in a South 

African metropolitan district .................................................................................................. 103 

7.1 Introduction to Paper 5 ............................................................................................. 103 

7.2 Journal Details Paper 5 ............................................................................................. 103 

7.3 Author Contributions paper 5 ................................................................................... 103 

7.4 Published article ....................................................................................................... 105 

Chapter 8: Paper 6: Primary Healthcare Rehabilitation Service Users views on Activity 

Limitations and Participation in South Africa ........................................................................ 115 

8.1 Introduction to Paper 6 ............................................................................................. 115 

8.2 Journal Details Paper 6 ............................................................................................. 115 

8.3 Author Contributions Paper 6................................................................................... 116 

8.4 Published article ....................................................................................................... 117 

Chapter 9: Integrative Discussion and Proposed Rehabilitation Integration Framework for 

Primary Health Care at District Level in Gauteng, South Africa ........................................... 129 

9.1 Introduction .............................................................................................................. 129 

9.2 Conceptual Considerations ....................................................................................... 129 

9.3 Data Triangulation .................................................................................................... 132 

9.3.1 The Six Steps of the Data Triangulation Process ............................................. 134 

9.3.2 Using the Six Steps to Develop the PHC Rehabilitation Integration 

Framework….. ................................................................................................................ 136 

9.3.2.1 Step 1: Mapping the selected data sources from Phases 1–3 .................... 138 

9.3.2.2 Step 2: Categorising the selected data ....................................................... 150 



vii 

9.3.2.3 Step 3: Identifying and naming concepts .................................................. 155 

9.3.2.4 Step 4: Deconstruction and categorisation of concepts ............................. 160 

9.3.2.5 Step 5: Integrating concepts ...................................................................... 168 

9.3.2.6 Step 6: Synthesising, resynthesising, and making it all make sense ......... 171 

9.4 Framework for Integrating Rehabilitation Services in PHC at District Level in 

Gauteng, South Africa .............................................................................................. 173 

9.4.1 Description of the Framework for Integrating Rehabilitation Services in PHC at 

District Level in Gauteng, South Africa.......................................................................... 173 

9.4.1.1 Strengthening governance and accountability........................................... 174 

9.4.1.2 Coordinating services within and across sectors ....................................... 176 

9.4.1.3 Reorienting the model of care ................................................................... 177 

9.4.1.4 Creating an enabling environment ............................................................ 179 

9.4.1.5 Engaging and empowering people and communities ................................ 182 

9.5 Conclusion ................................................................................................................ 183 

Chapter 10: Conclusion .......................................................................................................... 185 

10.1 Introduction .............................................................................................................. 185 

10.2 Main Findings of the Study ...................................................................................... 185 

10.3 Strengths and Limitations of the Study .................................................................... 186 

10.4 Recommendations .................................................................................................... 187 

10.4.1 Recommendations for Further Research .......................................................... 187 

10.4.2 Recommendations for Training ........................................................................ 187 

10.4.3 Recommendations for Practice ......................................................................... 188 

10.5 Reflections on the Study........................................................................................... 188 

10.6 Concluding Remarks ................................................................................................ 189 

Reference List (excluding Chapters 3–8) ............................................................................... 190 

Appendices ............................................................................................................................. 208 

Appendix A: Turnitin Report ................................................................................................. 208 



viii 

Appendix B: Five Phases of a Scoping Review76 .................................................................. 210 

Appendix C: Written Permission from Gauteng Department of Health ................................ 212 

Appendix D: PHC Facility Information Sheet ....................................................................... 214 

Appendix E: PHC Facility Consent Sheet .............................................................................. 216 

Appendix F: Record Review Data Extraction Form .............................................................. 218 

Appendix G: Service Provider Interview Guide..................................................................... 220 

Appendix H: Activity Participation Self-evaluation Form: Rehabilitation Outcome of Service 

Users (Adopted from Zhao T, Kwok JKF, 1992) ................................................................... 221 

Appendix I: Service User Interview Guide ............................................................................ 226 

Appendix J: RE-AIM Dimensions and Items Evaluated and Presented in This Study (Adopted 

from Glasgow et al., 1999 and Kessler et al., 2013)............................................................... 228 

Appendix K: Ethical Clearance Certificate Human Research Ethics Committee (Medical) . 230 

Appendix L: Patient Permission to Access Records and Follow-Up ..................................... 231 

Appendix M: Participant Information Sheet .......................................................................... 233 

Appendix N: Participant Information Sheet for Parent/Guardian .......................................... 235 

Appendix O: Participant Information Sheet for Minors ......................................................... 237 

Appendix P: Participant Consent Sheet .................................................................................. 239 

Appendix Q: Participant Consent Sheet for Audio-Recording .............................................. 241 

Appendix R: Participant Assent Sheet.................................................................................... 243 

Appendix S: Contributor Roles Taxonomy (CRediT) (Allen et al., 2019) ............................ 245 

Appendix T: Letter from Language Editor ............................................................................. 246 

 

  



ix 

Acknowledgements 

Supervisors: I am grateful to Professor Hellen Myezwa and Dr Fasloen Adams for walking 

this journey with me. It has been a long journey with many challenges, but their encouragement, 

insightful feedback, and guidance made it worthwhile. Thank you for sharing your expertise 

and being a part of my growth and development as a researcher. 

Collaborators: I would like to acknowledge and thank Dr Denise Franzsen and Dr Natalie 

Benjamin-Damons for their involvement in the scoping review. Lastly, I thank Prof Pat de Witt 

and Dr Denise Franzsen for the love support they showed me throughout my PhD journey from 

their assistance and guidance in reviewing my manuscripts, to hugs and late-night telephonic 

calls. Your words of wisdom and encouragement carried me.  

Funding: 

1. A special thank you to the Consortium of Advanced Research Training in Africa 

(CARTA) for awarding me a fellowship. 

2. I also acknowledge the National Research Fund (Thuthuka grant 118017) for funding. 

3. I would also like to thank the Female Academic Leaders Fellowship (FALF) for 

supporting me in my teaching buy-out time to write the thesis. 

Study participants: A special thanks to all the participants in this study for sharing their stories 

and experiences. 

Colleagues: To my colleagues in the Occupational Therapy Department, thank you for your 

support and encouragement during this journey. 

CARTA fellows: Dr Gumede, Dr Farlane, and Dr Mwaniki, I am grateful for your company 

and encouragement during the CARTA Joint Advanced Seminars. Dr Pilusa, thank you for your 

support and encouragement. 

  



x 

Agreement by Co-authors 

By signing this declaration, the co-authors listed below agree to the student’s use of the article 

as part of her thesis. 

Paper 1: Maseko L, Myezwa H, Benjamin-Damons N, Franzsen D, Adams F. Service 

guidelines, models, and protocols for integrating rehabilitation services in primary healthcare 

in Brazil, Russia, India, China, and South Africa: a scoping review. Disability and 

Rehabilitation. (09 Dec 2023). https://doi.org/10.1080/09638288.2023.2290210 

Student is the first author.        Status: Published 

Author Name Signature Date 

1st author Lebogang Maseko 
 

28/03/2024 

2nd author Hellen Myezwa 

 

28/03/2024 

3rd  author Natalie Benjamin-Damons 
 

28/03/2024 

4th author Denise Franzsen 
 

28/03/2024 

5th author Fasloen Adams 
 

28/03/2024 

Comments by primary supervisor: Permission granted by all authors 

 

Paper 2: Maseko LJ, Adams F, Myezwa H. Rehabilitation professionals working in primary 

healthcare services: perceptions of integrated rehabilitation service delivery in a metropolitan 

district. Afr J Prm Health Care Fam Med. 2023; 15(1), a4069. 

https://doi.org/10.4102/phcfm.v16i1.4069 

Student is the first author.        Status: Published 

Author Name Signature Date 

1st author Lebogang Maseko 
 

28/03/2024 

2nd author Fasloen Adams 
 

28/03/2024 

3rd author Hellen Myezwa 

 

28/03/2024 

Comments by primary supervisor: Permission granted by supervisors 

 

Paper 3: Maseko L, Adams F, Myezwa H. Barriers, facilitators, and the future of integrated 

rehabilitation services in primary health care in a South African metropolitan area. 

Student is the first author.      Status: In the first stage of review 

Author Name Signature Date 

1st author Lebogang Maseko 
 

28/03/2024 



xi 

Author Name Signature Date 

2nd author Fasloen Adams 
 

28/03/2024 

3rd author Hellen Myezwa 

 

28/03/2024 

Comments by primary supervisor: Permission granted by supervisors 

 

Paper 4: Maseko L, Adams F, Myezwa H. Let the records speak: an exploration of 

rehabilitation services offered in primary healthcare, Johannesburg Metropolitan District. BMC 

Health Services Research (2024) 24:501. https://doi.org/10.1186/s12913-024-10965-6 

Student is the first author.     Status: Published 

Author Name Signature Date 

1st author Lebogang Maseko 
 

28/03/2024 

2nd author Hellen Myezwa 

 

28/03/2024 

3rd author Fasloen Adams 
 

28/03/2024 

Comments by primary supervisor: Permission granted by supervisors 

 

Paper 5: Maseko L, Myezwa H, Adams F. User Satisfaction with Primary Health Care 

Rehabilitation Services in a South African Metropolitan District. Journal of Patient Experience 

11: 1-10. https//:doi.org/10.1177/23743735241261222  

Student is the first author.      Status: Published 

Author Name Signature Date 

1st author Lebogang Maseko 
 

28/03/2024 

2nd author Hellen Myezwa 

 

28/03/2024 

3rd author Fasloen Adams 
 

28/03/2024 

Comments by primary supervisor: Permission granted by supervisors 

 

Article 6: Activity and participation outcomes pre- and post-rehabilitation: perspectives of 

primary healthcare rehabilitation service users in a South African Metropolitan District. 

Student is the first author.      Status: Published 

Author Name Signature Date 

1st author Lebogang Maseko 
 

28/03/2024 

2nd author Fasloen Adams 
 

28/03/2024 

3rd author Hellen Myezwa 

 

28/03/2024 

Comments by primary supervisor: Permission granted by supervisors 



xii 

Publications 

Six peer-reviewed journal articles arose from this study, all of which are presented in this thesis. 

Peer-reviewed journal articles: Published 

Paper 1: Service guidelines, models, and protocols for integrating rehabilitation services in 

primary healthcare in Brazil, Russia, India, China, and South Africa: a scoping review. 

Maseko L, Myezwa H, Benjamin-Damons N, Franzsen D, Adams F. Service guidelines, 

models, and protocols for integrating rehabilitation services in primary healthcare in Brazil, 

Russia, India, China, and South Africa: a scoping review. Disability and Rehabilitation. 

(09 Dec 2023). https://doi.org/10.1080/09638288.2023.2290210. 

Paper 2: Perceptions of integrated rehabilitation service delivery in a metropolitan district. 

Maseko LJ, Adams F, and Myezwa H. Perceptions of integrated rehabilitation service delivery 

in a metropolitan district. Afr J Prm Health Care Fam Med. 2023; 15(1), a4069. https:// 

doi.org/10.4102/phcfm.v15i1.4069. 

Paper 4: Let the records speak: an exploration of rehabilitation services offered in primary 

healthcare, Johannesburg Metropolitan District 

Maseko L, Adams F, Myezwa H. Let the records speak: an exploration of rehabilitation services 

offered in primary healthcare, Johannesburg Metropolitan District. BMC Health Services 

Research (2024) 24:501. https://doi.org/10.1186/s12913-024-10965-6.  

Paper 5: User satisfaction with Primary Health Care Rehabilitation services in a South African 

Metropolitan District. 

Maseko L, Myezwa H, Adams F. User Satisfaction with Primary Health Care Rehabilitation 

services in a South African Metropolitan District. Journal of Patient Experience 11: 1-10. 

https://doi.org/10.1177/23743735241261222. 

Paper 6: Primary healthcare rehabilitation service users’ views on activity limitations and 

participation in South Africa. 

Maseko, L.J., Adams, F. & Myezwa, H., 2024, Primary healthcare rehabilitation users’ views 

on activity limitations and participation in South Africa. African Journal of Disability 13(0), 

a1391. https://doi.org/10.4102/ajod.v13i0.1391. 

 

 

https://doi.org/10.1080/09638288.2023.2290210
https://doi.org/10.1186/s12913-024-10965-6
https://doi.org/10.1177/23743735241261222
https://doi.org/10.4102/ajod.v13i0.1391


xiii 

Peer-reviewed journal articles: in review 

Paper 3: Barriers, facilitators and the future of integrated rehabilitation services in primary 

health care in a South African metropolitan area. 

Authors: Lebogang Maseko, Fasloen Adams, Hellen Myezwa 

  



xiv 

Conference and academic presentations 

Conference paper presentations 

Conference: The Consortium of Advanced Research Training in Africa (CARTA) Joint 

Advanced Seminar 4 Conference. Online oral presentation. September 2021. 

Paper: Assessing the expectations and reality of integrating rehabilitation services in primary 

healthcare (PHC) in South Africa. 

Authors: Lebogang Maseko, Fasloen Adams, and Hellen Myezwa. 

Conference: WITS Occupational Therapy Department 80th Birthday Celebration. WITS 

University, Johannesburg. July 2023. 

Paper: Integrating rehabilitation services in primary healthcare (PHC). Implications for 

occupational therapy. 

Authors: Lebogang Maseko, Fasloen Adams, Hellen Myezwa 

Conference: Occupational Therapy Africa Regional Group (OTARG) Congress. Windhoek, 

Namibia. August 2023. 

Paper: Integrating rehabilitation services in primary healthcare (PHC). 

Authors: Lebogang Maseko, Fasloen Adams, Hellen Myezwa 

  



xv 

List of Appendices 

Appendix A: Turnitin Report ................................................................................................. 208 

Appendix B: Five Phases of a Scoping Review76 .................................................................. 210 

Appendix C: Written Permission from Gauteng Department of Health ................................ 212 

Appendix D: PHC Facility Information Sheet ....................................................................... 214 

Appendix E: PHC Facility Consent Sheet .............................................................................. 216 

Appendix F: Record Review Data Extraction Form .............................................................. 218 

Appendix G: Service Provider Interview Guide..................................................................... 220 

Appendix H: Activity Participation Self-evaluation Form: Rehabilitation Outcome of Service 

Users (Adopted from Zhao T, Kwok JKF, 1992) ................................................................... 221 

Appendix I: Service User Interview Guide ............................................................................ 226 

Appendix J: RE-AIM Dimensions and Items Evaluated and Presented in This Study (Adopted 

from Glasgow et al., 1999 and Kessler et al., 2013)............................................................... 228 

Appendix K: Ethical Clearance Certificate Human Research Ethics Committee (Medical) . 230 

Appendix L: Patient Permission to Access Records and Follow-Up ..................................... 231 

Appendix M: Participant Information Sheet .......................................................................... 233 

Appendix N: Participant Information Sheet for Parent/Guardian .......................................... 235 

Appendix O: Participant Information Sheet for Minors ......................................................... 237 

Appendix P: Participant Consent Sheet .................................................................................. 239 

Appendix Q: Participant Consent Sheet for Audio-Recording .............................................. 241 

Appendix R: Participant Assent Sheet.................................................................................... 243 

Appendix S: Contributor Roles Taxonomy (CRediT) (Allen et al., 2019) ............................ 245 

Appendix T: Letter from Language Editor ............................................................................. 246 

 

  



xvi 

List of Figures 

Figure 1.1: Diagrammatic representation of the overall study approach: A mixed methods 

approach with convergent parallel design ................................................................................ 13 

Figure 2.1 Conceptual framework using the health system building blocks from the WHO 

Health Systems Framework91 and the RE-AIM Framework95 ................................................. 23 

Figure 9.1 The original conceptual framework that guided Phases 1–3 of the study using the 

health system building blocks from the WHO Health Systems Framework91 and the RE-AIM 

Framework95 ........................................................................................................................... 131 

Figure 9.2 Studies conducted in Phases 1–3 to address the overall research aim of this study

 ................................................................................................................................................ 133 

Figure 9.3 The six steps followed to develop the framework for integrating rehabilitation in 

PHC82 ...................................................................................................................................... 135 

Figure 9.4 The process followed to further analyse and categorise the data using Jabareen’s82 

six steps .................................................................................................................................. 137 

Figure 9.5 Step 1: Mapping the selected data sources from Phases 1–3 ................................ 138 

Figure 9.6 Study objectives categorised using the RE-AIM Framework95 ............................ 138 

Figure 9.7 Step 2: Categorising the selected data ................................................................... 150 

Figure 9.8 Step 3: Identifying and naming concepts .............................................................. 155 

Figure 9.9 Step 4: Deconstruction and categorisation of concepts......................................... 160 

Figure 9.10 Step 5: Integrating concepts ................................................................................ 168 

Figure 9.11 Conceptual considerations in developing a rehabilitation integration framework in 

PHC ........................................................................................................................................ 170 

Figure 9.12 Step 6: Synthesising, resynthesising, and making it all make sense ................... 171 

Figure 9.13 Proposed framework for integrating rehabilitation services in PHC .................. 173 

 

  



xvii 

List of Tables 

Table 3.1 Publication specifics ................................................................................................. 33 

Table 3.2 Details of author contributions ................................................................................. 34 

Table 4.1 Publication specifics ................................................................................................. 50 

Table 4.2 Details of author contributions ................................................................................. 51 

Table 5.1 Publication specifics ................................................................................................. 62 

Table 5.2 Details of author contributions ................................................................................. 63 

Table 6.1 Publication specifics ................................................................................................. 90 

Table 6.2 Details of author contributions ................................................................................. 91 

Table 7.1 Publication specifics ............................................................................................... 103 

Table 7.2 Details of author contributions ............................................................................... 104 

Table 8.1 Publication specifics ............................................................................................... 115 

Table 8.2 Details of author contributions ............................................................................... 116 

Table 9.1 Alignment of study findings from Phase 1 (Objective 1) in relation to the study aim 

and RE-AIM Framework ........................................................................................................ 140 

Table 9.2 Alignment of study findings from Phase 2 (Objective 2) in relation to study aim and 

RE-AIM Framework .............................................................................................................. 143 

Table 9.3 Alignment of study findings from Phase 3 (Objective 3) in relation to study aim and 

RE-AIM Framework .............................................................................................................. 148 

Table 9.4 Categorising findings from Phases1–3 (Objective 1–3) according to WHO Health 

System Building Blocks91 ....................................................................................................... 152 

Table 9.5 Categorising findings from Phases 1–3 according to the WHO Health System 

Building Blocks91 at a macro, meso and micro level ............................................................. 156 

Table 9.6 Macro-, meso-, and micro-level influencing factors to integrated rehabilitation 

services categorised according to the WHO Framework on Integrated People-centred Health 

Services122 ............................................................................................................................... 162 

 

  



xviii 

Contributions of Authors to the Study 

The conceptualisation of the study, the research design, and the research protocol were 

primarily crafted by myself under the guidance and mentoring of my supervisors. The research 

implementation was conducted independently, but my supervisors were available for 

consultation as needed. 

  



xix 

Nomenclature 

BRICS Brazil, Russia, India, China, and South Africa 

CARTA Consortium of Advanced Research Training in Africa 

CBR Community-based Rehabilitation 

CHC Community Health Centres 

CHW Community Health Worker 

CRediT Contributor Roles Taxonomy 

FSDR Framework and Strategy for Disability and Rehabilitation Services 

ICF International Classification of Function, Disability, and Health 

JBI 

LMIC 

Joanna Briggs Institute 

Low- and Middle-income Countries 

NHI National Health Insurance 

PC 

PhD 

Primary Care 

Doctor of Philosophy 

PHC 

PRISMA 

RE-AIM 

REDCap 

SDG 

UHC 

UK 

UN 

UNICEF 

Primary Healthcare 

Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

Reach, Effectiveness, Adoption, Implementation, and Maintenance 

Research Electronic Data Capture 

Sustainable Development Goal 

Universal Health Coverage 

United Kingdom 

United Nations 

United Nations Children’s Fund 

WHO World Health Organization 

  



xx 

Definition of Terms 

Integration: Integration theory spans three levels, namely macro, meso, and micro levels, and 

highlight the importance of health service delivery as a continual and valued component at all 

levels of care.1,2 

Primary healthcare: This is an approach to health aimed at ensuring the equitable distribution 

of healthcare services and the wellbeing of individuals over their lifespan. It involves 

empowering individuals, families, and communities to manage their health. Primary healthcare 

services include health promotion, disease prevention, treatment, rehabilitation, and palliative 

care.3 

Primary Care: Primary care generally describes the ‘family doctor-type’ services provided to 

individuals at the first point of entry and contact with health services.4 There are inevitabley 

different interpretation of primary care, however the WHO describes it as a model of care that 

supports first-contact, accessible, continuous, comprehensive and coordinated person-focused 

care. It aims to optimize population health and reduce disparities across the population by 

ensuring that subgroups have equal access to services. There are five core functions of primary 

care: 

- First contact accessibility creates a strategic entry point for and improves access to 

health services. 

- Continuity promotes the development of long-term personal relationships between a 

person and a health professional or a team of providers. 

- Comprehensiveness ensures that a diverse range of promotive, protective, preventive, 

curative, rehabilitative, and palliative services are provided. 

- Coordination organizes services and care across levels of the health system and over 

time.  

- People-centred care ensures that people have the education and support needed to make 

decisions and participate in their own care.3 

Rehabilitation: Rehabilitation is “a set of interventions designed to optimise functioning and 

reduce disability in individuals with health conditions in interaction with their environment” 

5p1. 

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

rehabilitation, equalisation of opportunities, poverty reduction and social integration of people 

with disabilities”.10 



xxi 

Rehabilitation outcomes: Rehabilitation outcomes are changes in an individual’s functioning 

over time that can be attributed to rehabilitation interventions. This may include fewer hospital 

admissions, greater independence, reduced burden of care, return to roles or occupations 

relevant to their age, gender, and context (e.g. home care, school, work) and better quality of 

life5. 

Assistive devices: This is an object crafted, manufactured, or modified to aid an individual in 

completing specific tasks. Many individuals with disabilities find support using one or multiple 

assistive devices. Typical examples of such devices include mobility aids (e.g. canes, 

wheelchairs), prosthetic limbs, orthotic devices (e.g. hand splints), visual aids (e.g. glasses, 

white canes), and hearing aids.6 
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Abstract 

Rehabilitation is an essential component of attaining true Health for all in South Africa. The 

National Health Insurance Bill of 2019 specifies primary healthcare (PHC) reengineering as 

one of the action plans. Similarly, the National Development Plan 2030 specifies providing care 

to families and communities by PHC teams as one of its action points for the transformation of 

the health system in South Africa to achieve universal health coverage. The provision of 

rehabilitation services to the broader population through a reengineered PHC can give at-risk 

populations greater life expectancy, wellbeing, and productivity. Despite the current provision 

of rehabilitation services at the primary platform, health service planning and provision in South 

Africa have overlooked rehabilitation as a component of PHC. The physical, social, and 

economic impact of many health conditions can be mitigated, resulting in a reduced burden of 

care, both economic and social, for the family and the state. Thus, the need for evidence for 

integrated rehabilitation services at a PHC level has critical relevance to ensuring inclusive 

service delivery. Therefore, it is important to review rehabilitation services at the PHC level to 

establish the current service delivery landscape and to guide the development of a rehabilitation 

integration framework for PHC within the proposed National Health Service. 

This study used a mixed-methods approach with three studies to address the study objectives. 

A scoping review was conducted to map the service guidelines, models, and protocols used in 

low- and middle-income countries, specifically Brazil, Russia, India, China, and South Africa 

(BRICS) (Phase 1). The shortage of rehabilitation personnel and limited access to services, 

especially in remote areas, impede the integration of rehabilitation services in BRICS. 

Community-based rehabilitation is confirmed as the most effective approach to integrate 

rehabilitation in PHC, emphasising community involvement in service provision through 

trained community health workers and community rehabilitation workers in transdisciplinary 

teams. Thus, in low- and middle-income countries with limited rehabilitation service access, 

community health workers, community rehabilitation workers, peer support workers, 

collaborative care, self-management, and the community-based rehabilitation  model may help 

integrate rehabilitation into PHC. 

Using a qualitative approach, a second study was conducted with rehabilitation service 

providers (n = 12) to understand the extent to which rehabilitation services are integrated into 

PHC service delivery based on the expressed reality of rehabilitation personnel involved in 

service provision (Phase 2). The findings revealed a reality of structural-level suboptimal, 

underdeveloped, and poorly integrated rehabilitation services within the Johannesburg 
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Metropolitan District. Despite isolated adaptations to service delivery and the adoption of 

components from rehabilitation integration models, such as outreach, the service remains 

unintegrated. As a result, health outcomes remain unmet. Gaps in the referral system, lack of 

human and other resources, poor knowledge and implementation of policy, and inefficient 

financial systems were cited as barriers to integrated care. The proactive attitudes of 

rehabilitation personnel, creative thinking, and interprofessional relationships within a 

collaborative team dynamic were identified as facilitators and prospects for integrated 

rehabilitation services. 

Concurrently, the findings of a retrospective record review of rehabilitation records across the 

nine provincially funded clinics offering rehabilitation services (Phase 2) provided a profile of 

the characteristics of rehabilitation users. The characteristics included aspects such as their age, 

prevalent disabilities, and referral sources. Insights into rehabilitation service provision, 

including inconsistent record-keeping practices across the various PHC facilities, were also 

highlighted. The study results revealed the need for a multidisciplinary rehabilitation team to 

address diverse rehabilitation needs, improve documentation and discharge practices, expand 

service delivery models, and reduce disparities in service use. 

To ensure the perspectives of service users were represented, another qualitative study was 

conducted with rehabilitation service users. This study aimed to understand the nuanced 

experiences of rehabilitation services, the perceived impact on their functioning, and the factors 

influencing those experiences (Phase 3). The analysis showed that service users considered 

rehabilitation services at operational level to have a substantial positive impact on their activity 

outcomes and participation and rated them highly. Overall satisfaction of service users with 

rehabilitation services received in the Johannesburg Metropolitan District was expressed and 

were influenced by factors such as the actions of rehabilitation personnel, service users’ own 

active involvement in the rehabilitation process, the organisation of the rehabilitation services, 

improved service accessibility, and notable functional improvements. 

After understanding the available rehabilitation models, guidelines, protocols, and the status of 

rehabilitation services from both the provider and user perspectives, the study findings from 

phases 1-3 were triangulated. The triangulation informed the development of a patient-centred 

framework for integrating rehabilitation services in primary health care (PHC) at the district 

level, emphasising the importance of placing the patient and communities at the centre of care 

(Phase 4). Understanding the current state of rehabilitation services, experiences of 

rehabilitation service providers, and experiences of rehabilitation service users shed light on the 

lack of integrated rehabilitation services in PHC. Integrated rehabilitation service delivery in 
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PHC requires a multi-level approach at the macro, meso and micro levels. Sustainable and long-

lasting solutions to accessible rehabilitation services in PHC must focus on strengthening 

governance and accountability, reorienting the model of care, creating an enabling 

environment, coordinating services within and across sectors, and engaging and empowering 

communities. 

 

 

The originality report through Turnitin presented in Appendix A shows 12% similarity when 

the five published articles are excluded.  
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Format of the Thesis 

The thesis follows the integrated format structure outlined in the University of the 

Witwatersrand’s Faculty of Health Sciences guide for PhD thesis formats and is illustrated in 

the following diagram. 

 

Chapter 1: The introduction chapter presents a background to the disability and rehabilitation 

landscape in South Africa in line with pertinent policy documents. This is followed by a 

discussion of the existing knowledge and knowledge gaps about the South African health 

system in relation to disability and rehabilitation services. Literature on healthcare access for 

1
•Introduction

2
•Underlying philosophy and context of the study

3

•Paper 1: Service guidelines, models, and protocols for integrating rehabilitation services in primary 
healthcare in Brazil, Russia, India, China, and South Africa: A scoping review

4
•Paper 2: Perceptions of integrated rehabilitation services in primary healthcare in South Africa 

5

•Paper 3: Barriers, facilitators and the future of integrated rehabilitation services in primary health 
care in a South African metropolitan area

6

•Paper 4: Let the records speak: an exploration of rehabilitation services offered in primary 
healthcare, Johannesburg Metropolitan District  

7

•Paper 5: “My journey is very, very happy. I’m happy”: user-centric satisfaction with PHC 
rehabilitation services in a South African metropolitan district 

8

•Paper 6: Primary healthcare rehabilitation service users' perspectives of activity limitations and 
participation restriction outcomes in South Africa

9
•Integrative discussion and proposed rehabilitation integration framework for PHC at district level

10
•Conclusion
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persons with disabilities, models, and approaches in rehabilitation, primary healthcare, the 

philosophies guiding service delivery, and the service delivery models at this level of care are 

also explored. The  National Health Insurance as a policy and primary healthcare reengineering 

related to the integration of rehabilitation at primary healthcare level are also explored in detail. 

The chapter explores the current state of the health system in South Africa with a special focus 

on health policies and programs as they relate to persons with disabilities and rehabilitation in 

primary healthcare. The chapter ends with a short summary of the purpose and objectives of 

the study and the research questions. 

Chapter 2: The underlying philosophy and context of the study is outlined in this chapter. The 

outline includes the models and conceptual framework that guided the study to determine how 

to integrate rehabilitation services into primary healthcare at district level in Gauteng, South 

Africa. 

Chapter 3: Paper 1. This chapter is presented as a published paper titled “Service guidelines, 

models, and protocols for integrating rehabilitation services in primary healthcare in Brazil, 

Russia, India, China, and South Africa: a scoping review”. This paper was published in 

Disability and Rehabilitation. 

Chapter 4: Paper 2. This chapter is presented as a published paper titled “Perceptions of 

integrated rehabilitation service delivery in a metropolitan district”. This paper was published 

in the African Journal of Primary Healthcare and Family Medicine. 

Chapter 5: Paper 3. The chapter presents a manuscript titled “Barriers, facilitators and the 

future of integrated rehabilitation services in primary healthcare in a South African metropolitan 

area”. The paper was submitted to the International Journal of Therapy and Rehabilitation and 

is currently under review. 

Chapter 6: Paper 4. This chapter is presented as a published paper titled “Let the records speak: 

an exploration of rehabilitation services offered in primary healthcare, Johannesburg 

Metropolitan District”. This paper was published in BMC Health Services Research.  

Chapter 7: Paper 5. This chapter is presented as a published paper titled “User Satisfaction 

with Primary Health Care Rehabilitation Services in a South African Metropolitan District”. 

The paper details the experiences of rehabilitation service users and has been published in the 

Journal of Patient Experience. 

Chapter 8: Paper 6. This chapter is a published paper on the rehabilitation service outcomes, 

focusing on changes in activities and participation from service users’ perspectives. The paper 
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titled “Primary healthcare rehabilitation users’ views on activity limitations and participation 

in South Africa” has been published in the African Journal of Disability.  

Chapter 9: This integrative discussion chapter provides a synthesis of all the publications 

emanating from this study by providing the thread that runs through all of them to provide the 

reader with a consolidated summary of all the publications and how they speak to the objectives 

of the study. The framework for integrating rehabilitation services in primary healthcare at 

district level is presented. 

Chapter 10: This chapter concludes the study and highlights its strengths and limitations. The 

chapter includes recommendations for further research, for policy, and for practice. 

References: The reference list of texts cited in the thesis is presented. These exclude the 

reference lists for the published articles, in-press manuscripts, and manuscripts in review in 

Chapters 3–8 that contain their own reference lists. 

Appendices: All the study appendices are presented in this section. 
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Chapter 1: Introduction 

1.1 Introduction 

This chapter provides a brief overview of primary healthcare (PHC) and the challenges 

experienced by people with disabilities in accessing rehabilitation services. The chapter seeks 

to critically examine the existing knowledge and knowledge gaps about the South African 

health system in relation to disability and rehabilitation. It presents arguments regarding the 

importance of rehabilitation services to achieve improved health outcomes for people with 

disabilities as well as the lack of clarity in the existing policies regarding the delivery of 

integrated rehabilitation services in PHC in South Africa. The methodological considerations 

in disability and rehabilitation related research and how these relate to the methodology selected 

for this study are outlined. The chapter provides a rationale for the study and the study aim and 

objectives. 

1.2 Background to the Study 

Universal health coverage has been recognised globally as essential to strengthening health 

systems and improving health outcomes. As such, health policy reform towards universal health 

coverage in South Africa has resulted in the introduction of a National Health Insurance (NHI). 

The NHI, together with the strategic plan of the National Department of Health 2015–2020, 

specifies PHC reengineering as one of the key health system reforms for transformation.7,8 

Similarly, the National Development Plan 2030 specifies the provision of care to families and 

communities by PHC teams as one of its action points.9 PHC reengineering aims to completely 

revitalise the health system, to increase access to health services for the general public, and to 

improve the quality of health services within the district health system.7,10 Through health 

system reform, a successfully reengineered PHC could be a vital step towards accessible, 

quality health services for all and the achievement of universal health coverage. 

Improving access to and the quality of health services in South Africa is important to meet the 

Sustainable Development Goals, particularly Goal 3, which is aimed at addressing health and 

health system performance, and Goal 10, which is aimed at reducing inequalities through 

improving access to health services for people with disabilities and their families.11–13 

Therefore, disability is a matter that cannot be overlooked in health planning in South Africa. 

For instance, disability statistics suggests that globally, people are not only living longer but 

are also living with more functional limitations, and with longevity, people are more likely to 
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experience disability5,15-18. Furthermore, the WHO 2011 Report on Disability indicates that 

80% of the one billion people living with disabilities worldwide reside in low- and middle-

income countries (LMICs).19 In line with this, 7.5% of the total population of South Africa have 

a disability.20 Therefore, the planning of health services to improve health system performance 

should ideally also be aimed at addressing the needs of people with disabilities.21 

With this in mind, rehabilitation services are currently provided at all levels of healthcare in 

South Africa.22 However, it is through PHC that improved health outcomes can be expected at 

community level.22 Comprehensive PHC includes rehabilitation alongside preventive, 

promotive, curative, and palliative care.23,24 Muir,25 Arbesman,26 and Kingsley and Mailloux27 

all agree that it is through the provision of rehabilitation services to the broader population in 

PHC that greater life expectancy, wellbeing and productivity can be expected for at-risk 

populations, such as persons with disability. Furthermore, it is through the provision of 

rehabilitation services in PHC that healthcare will hopefully shift from treating people when 

they are ill to improving overall health and wellbeing.25 

Despite the demonstrated benefits of providing rehabilitation services in PHC, there is a 

shortage of rehabilitation services in PHC, and therefore, these services must be strengthened.16 

Literature has identified the challenges that negatively impact the capacity to deliver 

rehabilitation services and patients’ rights to access rehabilitation.22,28–32 The challenges include 

bureaucratic inefficiencies,26 lack of direction to operationalise rehabilitation services within a 

PHC package,22,28,29 and differing approaches to service delivery.26–28 Additionally, health 

professionals’ perceptions and lack of understanding of disability were also identified as 

challenges.28,29 Under these circumstances, the challenges to deliver rehabilitation services 

shown above compel the integration of these services to enable service delivery. It is essential 

to understand the policy landscape in the pursuit of integration in order to illuminate the broader 

macro-level factors that may influence integration (see Section 1.3). 

1.3 Institutional and Policy Background 

1.3.1 The Global Policy Framework 

1.3.1.1 The WHO Rehabilitation 2030 Agenda 

On 6 and 7 February 2017 more than 200 people, including government officials, organisations 

representing rehabilitation service-user groups and providers, funding bodies, international 

professional organisations, research institutions, NGOs, and WHO and other UN agencies, 
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gathered at the WHO Headquarters for the WHO “Rehabilitation 2030—A Call for Action” 

and the presentation of the WHO recommendations on rehabilitation in health systems.30 The 

Rehabilitation 2030 Agenda draws attention to the increasing needs for rehabilitation, 

highlights the role of rehabilitation in achieving the Sustainable Development Goals proposed 

by the United Nations,31 and calls for coordinated and concerted global action towards 

strengthening rehabilitation in health systems. 

As the demand for rehabilitation grows, many regions worldwide lack the capability to deliver 

essential rehabilitation services within their healthcare systems. The Rehabilitation 2030 

Agenda is in harmony with the United Nations Convention on the Rights of Persons with 

Disabilities by advocating for initiatives to arrange, reinforce, and expand rehabilitation 

services and schemes.50 The Rehabilitation 2030 Agenda underscores the significance of 

integrating rehabilitation into healthcare systems to improve coordination with other healthcare 

services, guarantee accountability, assure quality, and ensure sustainability,32 and this is what 

this study aimed to address. 

1.3.2 The South African Health System and the Policy Landscape 

1.3.2.1 National Health Insurance and primary healthcare reengineering  

There is role ambiguity between the provinces and local authorities in the South African health 

system. In South Africa, the health system is organised into three main levels: the National 

Department of Health, nine provincial health departments, and 52 health districts. Within the 

country’s quasi-federal political framework, policy formulation and the establishment of 

national frameworks occur at national level. It is the responsibility of the provincial and local 

governments to implement these policies. The onus of accountability for service delivery, 

encompassing the district health system and PHC, predominantly resides at provincial level. 

Moreover, local governments are charged with the delivery of certain preventive and 

environmental health services. In various metropolitan areas, clinic-based PHC is provided, 

sometimes in collaboration with provincial initiatives. A notable challenge arising from the 

current structure involving provincial and local governments is the duplication of services and 

ambiguity regarding roles.33 

The NHI was introduced in South Africa in 2011.7 One of the main criticisms by the 

rehabilitation fraternity of the NHI White Paper was its limited reference to rehabilitation;22,34 

however, many of the health system concerns identified in the NHI policy documents can be 

applied to rehabilitation service delivery issues.35 These include aspects such as rehabilitation 
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services in the public sector providing services to the bulk of the population while carrying the 

greatest burden of disease.35 

Furthermore, the NHI has undertaken to review and strengthen the PHC system, called PHC 

reengineering, which includes systems strengthening. Strengthening the PHC system is 

intended to include all services that are provided in PHC. However, PHC reengineering includes 

a four-streamed approach: District health specialist teams, ward-based PHC outreach teams, 

school health services, and contracting private practitioners into the public sector.7 The concern 

with these streams is that rehabilitation services or rehabilitation personnel have not been 

mentioned in the description of the service providers who will constitute these teams. The effect 

of this lack of inclusion could potentially mean that rehabilitation staff will not be included in 

the constitution or budgetary planning of these teams.22,36,37 

In keeping with the above, the piloting of the four streams of PHC reengineering was completed 

with limited evidence available on the likely impact of the outcome of piloting rehabilitation 

services in PHC. Reports from the pilot sites have been mainly focused on doctors and nurses 

with little mention of the other professionals who are involved in service provision in PHC.41 

The limited evidence is a concern because in the absence of evidence on the effectiveness of 

rehabilitation services as part of the reengineered PHC, the planning and positioning of 

rehabilitation services remain a challenge. 

1.3.2.2 The Framework and Strategy for Disability and Rehabilitation in South Africa 

(2015–2020) 

The Framework and Strategy for Disability and Rehabilitation Services (FSDR) in South Africa 

came into effect in 2015 as a response to the challenges in access to rehabilitation services for 

persons with disability.10 Indeed, these challenges are due to, but not limited to, emphasis on 

curative intervention and the medical model as opposed to community-based rehabilitation 

(CBR). Correspondingly, the challenges further led to a lack of integration of rehabilitation 

services within major health programmes, a poor referral system, and paucity of rehabilitation 

units and centres at district level.37 Forthwith, the FSDR, which is over-due for review, provides 

a comprehensive package of health services that cover preventive (including community 

outreach) and promotion services, chronic disease management service, optometry services, 

and rehabilitation services, including mental health services, among others. 

Furthermore, the FSDR outlines the rehabilitation services to be provided at all levels of care.10 

Specifically, it mentions at home/community, school, PHC facilities (clinics, community health 
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centres [CHCs]) and hospital based (district, regional, tertiary, central, and specialised).37 At 

PHC level, the FSDR highlights the need for improved access to rehabilitation services. By this 

means, it reflects the commitment of the South African government to an equitable and 

inclusive society to ensure “a long and healthy life for all”38. 

Nevertheless, most of the framework’s eight goals remain largely unattained, particularly the 

first goal that seeks to comprehensively integrate disability and rehabilitation services 

throughout the levels of the health system and within the major health programs in the country.37 

As a result, rehabilitation services for persons with disabilities in South Africa are found to be 

wanting despite the presence of progressive policies on rehabilitation and PHC. Lack of 

integration of rehabilitation services into overall healthcare service provision, including PHC, 

has been shown to result in poor health outcomes for people with disabilities, particularly in 

BRICS countries.22,32,39,40 With the lack of integration, users experience poor access to services, 

loss of continuity of care, and the failure of health services to meet their needs. To adequately 

respond to the rising levels of disability, rehabilitation services offered at public health facilities 

must be reconfigured and integrated in a way that improves access to services, particularly to 

PHC. 

1.4 Rationale of the Study 

1.4.1 Inadequate Clarity on Integration 

Existing policies concerning integrated rehabilitation services continue to be implemented with 

insufficient clarity. National and international frameworks recognise the importance of 

including rehabilitation in PHC; however, these frameworks fail to provide a comprehensive 

outline of the structure and delivery of rehabilitation services.7,8,41 In keeping with the most 

recent epidemiological trends, demographic shifts, and the expansion of healthcare access, the 

Rehabilitation 2030 initiative of the WHO advocates for the strengthening and integration of 

rehabilitation services into health systems.42 In addition, the WHO’s “Rehabilitation in Health 

Systems: Guide for Action”45 encourages the integration of rehabilitation services into the 

domains of health governance, service planning, financing, and workforce development. 

Rehabilitation can be enhanced, and its policy integration can be promoted into PHC by 

determining and clarifying clinical service needs and prioritising practical solutions. Although 

rehabilitation services are being offered at PHC facilities in the Johannesburg Metropolitan 

District, policymakers and other PHC service providers’ level of recognition regarding the 

essential function that rehabilitation plays in integrated PHC service delivery remains unknown. 
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Similarly, the FSDR in South Africa states that access to disability and rehabilitation services 

should be ensured through an integrated approach that cuts across all health programmes and 

throughout the continuum of care.37,43 The FSDR in South Africa proposed integrating 

rehabilitation services for people with disabilities within healthcare programs at all levels, 

including PHC,37 but the progress implementing intersectoral rehabilitation services remains 

limited.44 There is a clear need to expand and provide rehabilitation services across all levels of 

healthcare to improve population health; however, the existing policies fail to provide any 

practical guidance on integration. 

Part of the problem with integrating rehabilitation services is the lack of a common 

understanding of ‘integration’ as a concept in the delivery of health services46. The lack of 

understanding is mainly due to the various words that have been used interchangeably with 

integration in health service delivery literature1, 46. For example, at a programme level, targeted 

programmes that emphasize specific interventions have been called ‘vertical’, ‘categorical’, 

‘stand-alone’ or ‘free-standing’ programmes37. On the other hand, programmes whose elements 

are integrated into health systems are known as ‘horizontal programmes’, ‘integrated health 

services’ or ‘horizontal approaches’37. The conceptual ambiguity regarding integrated 

rehabilitation services not only hampers a systematic understanding by rehabilitation 

professionals, but also compromises rehabilitation service planning, delivery, and evaluation in 

meeting the needs of rehabilitation service users. 

Therefore, if one is to have an integration of rehabilitation services into PHC, one needs to see 

the following: Valentijn et al. described integration theory at and spanning across three levels, 

namely at a macro, meso, and micro level28. System integration occurs at a macro level, 

referring to the alignment of policies and legislation within a system.  This is a holistic approach 

to integration, that puts the people’s needs at the heart of the system to meet the needs of the 

population served28. An example of system integration at macro level is the funding of 

rehabilitation and other health services from a common budget in the NHS in the United 

Kingdom, which has brought all key health- and social-care professionals to work as a team, 

ensuring that the service is truly client-centred31. 

Integration at meso level occurs both professionally and organizationally.  Professional 

integration refers to the extent to which professionals form partnerships and coordinate services 

across various disciplines, both within and between organisations. Organisational integration, 

however, refers to the extent to which services are coordinated across different organisations28.  

Integration at this meso level indicates a need for all organisations and agencies involved with 

an individual’s care to work in an integrated approach, which implies bringing together health 
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and other agencies, such as housing, social services and transportation31. The resultant inter-

organisational relationships can improve quality and efficiency of healthcare services, for 

example, by pooling the skills and expertise of the different organisations28. Both organisational 

and professional integration are important, because when different organisations or agencies 

work in isolation, they may hold different views of the purpose of rehabilitation and in turn 

have different and conflicting aims. 

At micro level, clinical integration refers to the coherence in the process of care delivery to 

patients and should ensure that service users experience continuous care using a person-focused 

perspective28. Ultimately, the integration of health services should take a holistic person-

focused and population-based perspective linking health and social systems at the macro, meso 

and micro level. Both PHC as a public health philosophy and rehabilitation acknowledge the 

importance of this biopsychosocial approach. This approach recognises that problems in health 

and social sectors are often inter-related25 and health gains are therefore better achieved when 

people’s basic needs are met first32,33. Thus, ideal fully integrated care at PHC micro level refers 

to a case where information, decision- making, and service delivery responsibilities are shared 

among primary care medical and rehabilitation professionals32,33. 

Importantly, Valentijn et al also described functional and normative integration, which span the 

macro, meso and micro levels to ensure connectivity and continuity within a system. The 

connectivity is achieved through inter-sectoral collaboration, a shared mission, vision, values 

and culture between organisations, professional groups and individuals28. For example, 

functional integration addresses the extent to which key support functions such as financial 

management, human resources, strategic planning, information management and quality 

improvement are coordinated, whereas normative integration signifies the extent to which 

aspects such as mission and work values are shared within a system28. 

1.4.2 Heterogeneity in Rehabilitation Service Delivery 

The lack of practical guidance on integration is coupled with the heterogeneity in the scope and 

extent of rehabilitation service delivery, and this creates the need to understand rehabilitation 

services in their current form in South Africa. The reason for this is that although rehabilitation 

services are provided at all levels of healthcare, they have only recently been recognised in 

health systems research in PHC because of the recent health policy reforms in South Africa and 

a heightened global focus on disability16,37,45–47. The FSDR’s duration ended in 2020, and there 

is no formal reported evaluation outcome on the FSDR yet. A review of the FSDR found many 

barriers that influenced the framework’s implementation, such as lack of resources, a shortage 
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of health professionals, high staff turnover, lack of political will, and lack of resource allocation 

to ensure the framework’s implementation.48 The results of the review allude to the extent to 

which implementation is aligned with policy recommendations in PHC reengineering and the 

integration of rehabilitation into PHC. 

There are variations in the delivery of rehabilitation services in South Africa that negatively 

impact the capacity to deliver rehabilitation services. Among these factors is the vast difference 

in the approaches used by rehabilitation personnel and a lack of consensus among them on the 

delivery of rehabilitation services.26 This variation in rehabilitation service delivery is 

confirmed by Mji et al.49, who refer to rehabilitation as fluid and subject to the changing 

definitions and understanding of disability. Similarly, Iemmi et al.50 also allude to the 

heterogeneity of the interventions provided in CBR. A comprehensive synthesis of the 

differences in the delivery of rehabilitation services is important to gain a better understanding 

of the current situation in rehabilitation. 

The discrepancies in rehabilitation service delivery do not happen in isolation, but the 

differences in healthcare workers' understanding of rehabilitation have been shown to influence 

the variance in the delivery of rehabilitation services.28,29,52 In theory, disability and 

rehabilitation have moved beyond the health and social development sector, and sectors such 

as education, labour, transport, justice, and housing are equally recognised as service providers 

in CBR and should include disability within their programmes.15,16 Therefore, the potential 

collaboration of the various sectors, as well as the varying needs in the sectors, is a further 

reason for the differences in understanding of rehabilitation. As such, the combination of 

differences in the understanding of rehabilitation as well as the differences in the delivery of 

rehabilitation services could potentially influence each other, and thus, must be further 

explored, which the current study aimed to do. 

Nevertheless, it remains evident that a rehabilitation integration framework in PHC is necessary 

to challenge the curative approach that continues to dominate rehabilitation services, linking it 

back to the medical model from which it has attempted to escape.51 The current study thus 

aimed to determine how to integrate rehabilitation services into PHC at district level in Gauteng, 

South Africa. 

1.4.3 Suboptimal Primary Healthcare Services 

PHC plays a pivotal role in South Africa’s healthcare system with a network of over 3 500 

clinics and CHCs dedicated to delivering these services. Government policies, including the 
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NHI Bill54 and the National Health Act,55 underscore the significance of PHC as a cornerstone 

of the country’s healthcare transformation.38,52 These policies prioritise community-based, 

preventive, and health promotive strategies. However, despite an increase in public PHC facility 

visits to 1 200 000 by 2015 in South Africa, reports indicate suboptimal quality of care, limited 

access, and inadequate healthcare workforce.53 

In addition to implementing mechanisms for monitoring and quality improvement, the national 

Ideal Clinic initiative sought to revitalise PHC by standardising infrastructure, personnel, 

medical records, treatment protocols, and governance.33 Notwithstanding these efforts, the 

complete realisation of the tangible benefits and influence of this initiative on the integration of 

rehabilitation services remains to be achieved. In South Africa, concerns remain regarding the 

overall quality of PHC services. Access to services such as rehabilitation, oral and vision 

healthcare, and mental health is restricted. Furthermore, the frontline management capacity 

appears inadequate, and there is considerable national variability in the development of the 

district health system, which is essential for facilitating PHC.33 

Research is lacking in this field, and thus, it is important to review rehabilitation services at 

PHC level to establish the current landscape and to enable a metasynthesis of integrated 

rehabilitation service provision or service delivery in under-resourced communities within the 

proposed National Health Service. 

1.4.4 Medical Versus Social Model of Rehabilitation and Disability 

Two very different models of rehabilitation are presented in rehabilitation and disability 

literature. In fact, most literature states that rehabilitation and disability have evolved from one 

model to the other, depicting a more integrated approach to health services delivery.54 The 

medical model of rehabilitation is the older of the two models and operates from an 

epistemological standpoint that views disability primarily as a problem located within the 

individual. This model is reductionist and aligns with positivist epistemology, which 

emphasizes empirical data and objective truth. From this perspective, disability is seen as a 

pathology that requires medical intervention or correction. Knowledge in this model stems from 

biomedical research and clinical expertise, and rehabilitation is aimed at restoring or "fixing" 

the individual to fit within societal norms.  

The medical model describes rehabilitation as a process in which people with disabilities are 

passively provided with the necessary tools to reach their optimal level of independence.28,41,55 

Rehabilitation personnel are viewed as experts that ‘fix’ people with disabilities.56 
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Epistemologically, the medical model's approach is often criticized for being narrow, as it 

focuses solely on the physical or psychological impairments and disregards the social, 

environmental, and attitudinal factors that contribute to the experience of disability. It assumes 

that knowledge about disability can be generated through scientific inquiry that isolates 

variables of impairment and treatment, excluding broader contexts that influence health 

outcomes. From this perspective, persons with disabilities as seen as passive recipients of 

curative services provided by specialist health practitioners, and excludes other sectors and 

persons with disabilities as informed participants.56 

Contrary to this, the social model of rehabilitation views disability not as a personal deficit but 

as a construct arising from the interaction between individuals and societal barriers. This model 

draws on interpretivist or constructivist epistemology, where knowledge is viewed as socially 

constructed, and subjective experience is valued. Rehabilitation under this model focuses on 

altering societal structures—such as accessible infrastructure, inclusive policies, and the 

reduction of stigma—to improve the quality of life for individuals with disabilities. The social 

model positions people with disabilities as more active participants in the rehabilitation process; 

that is to say, there is shared expertise between persons with disabilities and service providers 

in the rehabilitation process.57  

The social model not only highlights the environment as an important aspect in the achievement 

of optimal functioning but also introduces a very important notion of rehabilitation, which is 

that  rehabilitation is not only aimed at people with disabilities but also at those likely to 

experience disability in the future.58 Most importantly, the social model calls on rehabilitation 

personnel to recognise and respect the experiences and expertise of people with disabilities. 47,59 

As a result, although it has been said that the approaches to rehabilitation and disability have 

evolved from the medical model to the social model, further exploration of this is required. 

Although the social model primarily aims to eliminate barriers, some rehabilitation researchers 

have raised doubts about whether this approach might neglect the genuine rehabilitation 

requirements of individuals with disabilities, such as mobility, other holistic health needs, and 

specialised education.29 Moreover, the social model fails to acknowledge the personal 

experiences of individuals with disabilities, including issues related to the body such as 

impairment, sexuality, and pain. This differentiation between the concepts of impairment and 

disability is considered to have triggered a substantial reconsideration of rehabilitation 

conceptualisation that extend beyond the confines of the medical and social models.29 
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1.4.5 The International Classification of Functioning, Disability, and Health and the 

Biopsychosocial Model to Rehabilitation and Disability 

The shift in conceptualisation brings a third dimension into the debate, namely the 

biopsychosocial model. The biopsychosocial model is rooted in the International Classification 

of Functioning, Disability and Health (ICF). The ICF was developed by the WHO in 2002 as a 

way of understanding the complex interactions between features of the biological, 

psychological, cultural, and social factors of disability.59–62 The difference between the 

biopsychosocial model and its predecessors is that disability is defined as the outcome of the 

interaction between a person’s health condition and the context in which the person finds 

themselves.59 This context includes external environmental factors (e.g. assistive devices, 

physical accessibility, societal attitudes), and those factors internal to the person (e.g. age, sex, 

coping skills, personality). The underlying mindset in this model is that as elements of the body 

and personal and external environmental factors change, so does the outcome.59,62 

Therefore, further exploration of these models presented enables a better understanding of the 

extent to which any or even all these approaches are used in PHC to deliver rehabilitation 

services. The approaches inherently influence the type of service delivery models used. 

Moreover, an understanding that disability can be temporary, episodic, or permanent is 

important, and its ‘evolving’ nature that mirrors the context and society within which persons 

with disabilities live is important in the application of these approaches.57 As such, the current 

study aimed to determine how to integrate rehabilitation services into PHC at district level in 

Gauteng, South Africa. The results of the study established the extent to which implementation 

is aligned with policy recommendations on PHC reengineering and the integration of 

rehabilitation into PHC.  

1.5 Research Question 

The study answered the following research question: 

• How should rehabilitation services be integrated into PHC at district level in Gauteng, 

South Africa? 

1.6 Research Aim 

This study aimed to determine how to integrate rehabilitation services into PHC in the 

Johannesburg Metropolitan District, Gauteng, South Africa. 
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1.7 Research Objectives 

The study had the following aims for each phase of the study 

• Phase 1: Rehabilitation services in the broader context 

o Objective 1: To map the existing service delivery guidelines, models, and protocols 

for rehabilitation service delivery integration in PHC through a scoping review. 

• Phase 2: Rehabilitation service profile 

o Objective 2: To determine the rehabilitation services currently provided at PHC level 

in the Johannesburg Metropolitan District, Gauteng, South Africa. 

• Phase 3: The rehabilitation service user experience 

o Objective 3: To explore the experiences of rehabilitation service users at PHC level 

in the Johannesburg Metropolitan District, Gauteng, South Africa. 

• Phase 4: Evaluation of rehabilitation services and proposed rehabilitation integration 

framework for PHC at district level in Gauteng, South Africa 

o Objective 4: To propose a rehabilitation integration framework for PHC at district 

level in Gauteng, South Africa. 

1.8 Overview of Methodology 

A brief overview of the study location and methodology of the study is included here to describe 

the context in which the study was conducted and to help contextualise the integrative narrative 

that is included throughout the literature review. The detailed methodology is detailed in each 

of the articles presented in the separate chapters. 

1.8.1 Study Approach 

A four-phased mixed methods approach with a convergent parallel design was used overall for 

the study as depicted in Figure 1.1. A mixed methods design, which is informed by a pragmatic 

worldview, is unique in that it accommodates both emerging and predetermined approaches. 

Using both qualitative and quantitative approaches, it allows the collection of various forms of 

data for a more comprehensive investigation and interpretation. A mixed methods approach 

makes allowance for both numerical and text data analysis.63 The key value in using a 

convergent parallel mixed methods approach was the integration of the information in the 

interpretation of the overall results. Furthermore, it allowed for contradictions or incongruent 

findings to be explained or probed further.64 
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Figure 1.1: Diagrammatic representation of the overall study approach: A mixed methods approach with convergent parallel design
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14 

1.8.2 Study Setting 

All three phases of the study were conducted in the Johannesburg Metropolitan District, 

Gauteng. According to 2011 census the City of Johannesburg Local Municipality has a total 

population of 4,4 million with a population growth rate of 3.18% between 2001-2011.65 There 

is 1 434 856 households in the municipality with an average household size of 2,8 persons per 

household. Of the households, 64.7% have access to piped water, 26.9% have water in their 

yard and 1.4% of households do not have access to piped water. The City of Johannesburg is 

the most powerful commercial centre on the African continent, generating 16 percent of South 

Africa's GDP and employing 12 percent of the national workforce. The city is recognised as the 

financial capital of South Africa and is home to 74% of Corporate Headquarter. The settlement 

sprang up in 1886 when prospectors found gold in the area now known as the Witwatersrand. 

When the discovery became public, thousands flocked here in search of fortune and new 

opportunities. Despite the 25% unemployment rate in Johannesburg, with youth unemployment 

at 31.5%, Johannesburg still attracts those who want to realise their dreams and achieve success, 

making it one of the most densely populated and culturally diverse cities in the world.65  

The Johannesburg Metropolitan District encompasses 125 PHC clinics and CHCs across seven 

regions, serving a population of 5.5 million;65 2.35 million of whom have monthly income that 

falls below the upper limit poverty line of R1 227 per person.66 Only 81 clinics, many offering 

mental health services, are financed and managed by the City of Johannesburg municipality. 

The remaining PHC facilities, including 11 CHCs, are provincially funded and staffed by the 

Gauteng provincial health department. CHCs provide PHC services, 24-hour maternity 

services, accident and emergency services, and beds where healthcare users can be observed 

for a maximum of 48 hours.67 

By definition, clinics provide a range of PHC services and operate an average of eight or more 

hours a day based on the needs of the community being served.67 However, only nine of the 

provincially funded CHCs currently provide rehabilitation services, with a staffing total of 77 

rehabilitation personnel, that include physiotherapy, occupational therapy, speech-language 

therapy, and audiology. These services encompass individual and group outpatient therapy, 

community reintegration, outreach, and home visits, as well as education and awareness 

campaigns, facilitated by multidisciplinary teams.68 Gauteng is unique in that it is the only 

province that has rehabilitation personnel permanently stationed at CHCs in all the districts. 
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1.9 Study Design 

1.9.1  Phase 1: Rehabilitation Services in the Broader Context 

Objective 1: To map the existing service delivery guidelines, models, and protocols for 

rehabilitation service delivery integration in PHC through a scoping review. 

Phase 1 focused on depicting rehabilitation services in the broader context and consisted of a 

scoping review to map the existing service guidelines, models, and protocols for integrated 

rehabilitation service delivery in PHC. A scoping literature review was selected for this study 

as it synthesises the knowledge and applicability of results of significant studies into 

practice.72-75 The emergent growth and attention within the field of disability and rehabilitation, 

as well as the heterogeneity in the delivery of rehabilitation services, intensified the need for a 

review of the literature in this field. Furthermore, a scoping review allowed for the inclusion of 

experimental and non-experimental studies to fully understand rehabilitation service delivery. 

This review followed JBI methodology for scoping reviews. The review information was 

gathered through structured database searches from CINAHL, MEDLINE, PubMed, Global 

Health, Open Dissertations, SPORTDiscus, OTseeker, PEDro, Africa-Wide Information, and 

Humanities International using a keyword string. Wiley Online Library was used to source 

conference abstracts and poster presentations. LILACS was searched to source papers from 

LMICs. Grey and unpublished literature was sourced from SCOPUS and ProQuest. The WHO 

website was searched for guidelines and protocols, and government or institutional websites 

were searched for policy reports and newsletters. The Preferred Reporting Items for Systematic 

Reviews and Meta-analysis-SCR (PRISMA) design was used to identify eligible studies. All 

included studies investigated guidelines, models, or protocols used in the delivery of 

rehabilitation services in PHC. The studies also looked at how rehabilitation services are 

delivered in a manner that allows them to be integrated into the overall service delivery 

platform. Policies that highlight the integration of rehabilitation services into PHC were also 

reviewed. 

The review combined data from theoretical and empirical literature and had a wide range of 

purposes, such as the definition of concepts, review of theories and evidence, and analysis of 

integrated rehabilitation service delivery.72–74 Rehabilitation services-related literature, policy 

documents, and guidelines from LMICs were included in this review to provide a synthesis of 

the existing guidelines, models, and protocols used for the integration of rehabilitation services 

in PHC in the BRICS countries. The varied sampling frame of scoping reviews in conjunction 
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with the multiplicity of purposes resulted in a comprehensive portrayal of complex concepts, 

theories, or healthcare problems of importance.70 A colleague with a PhD, who taught research 

methodology at university level and has more than 20 years’ experience in postgraduate 

research supervision, assisted in the review, and the research supervisors had an oversight role 

in the review. Given the need to first focus broadly and then to examine literature and evidence 

from a local perspective, a systematic approach to a scoping review process was followed69,73 

by applying the five phases of a scoping review described by Arksey and O’Malley (Appendix 

B).76 The scoping review is described further in the published manuscript75 in Chapter 3. 

1.9.2 Phase 2: Rehabilitation Service Profile 

Objective 2: To determine the rehabilitation services currently provided at PHC level in 

the Johannesburg Metropolitan District, Gauteng, South Africa. 

Following permission from the Gauteng Department of Health (Appendix C) and relevant 

CHCs (Appendix D & E), a profile of the rehabilitation services in the Johannesburg 

Metropolitan District was carried out in Phase 2. Concurrent to the scoping review, Phase 2 

used a qualitative approach in the form of in-depth interviews with rehabilitation personnel and 

a quantitative retrospective review of rehabilitation patient records from the nine clinics 

providing rehabilitation services to describe a profile of rehabilitation services in the 

Johannesburg Metropolitan District. 

1.9.2.1 Retrospective record review 

Study participants and sampling strategy 

Strategies and guidelines from LMICs were included in this review to provide a synthesis of 

the existing guidelines, models, and protocols used for the integration of rehabilitation services 

in PHC for speech-language therapists and audiologists. Within each discipline, further 

stratification was performed based on the year of the available records. The sampling included 

client rehabilitation paper-based files for the years available at each facility, ranging from 2011 

to 2020, inclusively. The sample size was determined using Cochran’s formula,76 setting a 95% 

confidence level and a 5% margin of error. There were 238 740 records spanning a 9-year 

period, and therefore, a review of at least 540 records was deemed necessary. A random sample 

was extracted from the records stratified for each rehabilitation service and year from the 

available records at each facility to fulfil the required sample size. 
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Data collection tools 

Data extraction was done using a data extraction tool designed and piloted by the researcher in 

REDCap® (Appendix F). The tool facilitated the collection of various data points, including 

sociodemographic information such as age and disability related to impairment, which was 

classified using the classification of the ICF based on body functioning domains.77 

Additionally, data regarding the referral source and nature and duration of received 

rehabilitation and of services provided by rehabilitation discipline were extracted. 

Data analysis 

Descriptive analysis was used to analyse the collected data using means, standard deviations, 

and frequencies to describe the profile of the service users and the characteristics of the 

rehabilitation services they received. The record review is described further in a manuscript in 

the second stage of review with BMC Health Service Research that is presented in Chapter 6. 

1.9.2.2 Service provider interviews 

Study participants and sampling strategy 

A heterogenous group of experienced rehabilitation personnel was selected using purposive 

sampling with stratification.78 This approach ensured the selection of individuals from the 

occupational therapy, physiotherapy, speech-language therapy, and audiology professions with 

relevant work experience. Participants were required to have a minimum of two years’ working 

experience in PHC at clinic level to be eligible for inclusion, ensuring their ability to provide 

valuable insights on rehabilitation services. Rehabilitation managers needed at least five years’ 

experience at a managerial level. It was postulated that management needed an in-depth 

understanding of not just the micro context but also the macro and meso contexts, and therefore, 

it would take longer for them to develop this in-depth knowledge, which is why a five years’ 

experience criterion was used for managers. Participants were contacted directly through the 

rehabilitation coordinators at the PHC facilities and were invited to participate in the study in 

their personal capacity. 

Data collection tools 

Data were collected through comprehensive interviews with the selected participants using the 

interview guide in Appendix G. The interviews were conducted at multiple clinics and at an 

alternative central location to accommodate participants when there was insufficient privacy at 
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clinic sites. These interviews sought participants’ perspectives on the current state of 

rehabilitation services within the district. An interview guide was created to facilitate the 

discussions by providing structured prompts. The interviews were carried out in English, 

ensuring mutual comprehension among all participants. 

Data analysis 

The audio-recorded data from the interviews were transcribed verbatim. Reflexive thematic 

analysis was used for data analysis, employing NVivo v.11 software. Primary inductive coding 

of the data was initially conducted based on the respondents’ words. Higher-order coding was 

then applied to consolidate the primary codes into subcategories.79 Theme development was 

performed to organise the higher-order codes into categories and themes. Excerpts from the raw 

data were included to support the overarching themes and ensure the interpretation remained 

connected to the participants’ words.79 

The service provider interviews are described further in a published article80 presented in 

Chapter 4 and a manuscript (Maseko et al., 2024 unpublished) in review with the International 

Journal of Rehabilitation presented in Chapter 5. 

1.9.3 Phase 3: The Rehabilitation Service User Experience 

Objective 3: To explore the experiences of rehabilitation service users at PHC level in the 

Johannesburg Metropolitan District, Gauteng, South Africa. 

1.9.3.1 Study participants and sampling strategy 

At the time of the study, one of the nine clinics had diverted their rehabilitation services to 

another clinic, and thus, only eight facilities were available for the study. Purposive sampling 

was used at eight of the nine provincially funded clinics and CHCs where 80 rehabilitation 

service users who met the inclusion criteria of receiving regular weekly or monthly services 

were identified and invited to participate in the study. Participants were recruited when they 

arrived at the clinic to attend their scheduled rehabilitation appointments and were required to 

have attended at least three rehabilitation sessions. Those who attended fewer than three 

rehabilitation sessions were excluded to ensure participants had an adequate experience of 

rehabilitation services when reporting outcomes. Considering a 10% margin of error, as 

recommended by Cochran’s formula for ordinal data, the required sample size was determined 

to be 40.84 The rehabilitation service users consisted of adults and caregivers of children who 

access occupational therapy, physiotherapy, speech-language therapy, and audiology services 
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at the nine provincially funded clinics and CHCs in the Johannesburg Metropolitan District. 

The caregivers were either parents, legal guardians, or family members who provided necessary 

care to adult service users, and the caregivers of children, most of whom were too young for 

interviews. 

1.9.3.2 Data collection tools 

A survey, administered by eight trained research assistants in a structured interview, were used 

to gather data (Appendix H). The survey included structured interview questions with open-

ended prompts (Appendix I) that aimed to provide additional details about participants’ 

experiences or their caregivers’ observations of changes from pre-rehabilitation to post-

rehabilitation.81 The inclusion of open-ended questions allowed participants to provide 

qualitative insights into the changes experienced in activity limitations and participation 

restrictions. Participants were provided with an information sheet that was explained, and the 

information was discussed with them where necessary. Consent for study participation and 

audio-recording was obtained from all adult participants and caregivers of the children. Data 

were collected over a four-month period. The eight research assistants who conducted the 

interviews were trained by the principal researcher on the data collection process and had no 

prior knowledge of the participants or the treatment they received. Interviews were conducted 

with adult service users, assisted by caregivers where necessary, or with caregivers of child 

service users to discuss changes in their own or their child’s activity limitations and 

participation restrictions before and after rehabilitation. These interviews occurred in a quiet 

room at the clinic. Interview recordings were anonymised and transcribed verbatim. 

1.9.3.3 Data analysis 

Demographic data, participants’ self-rated levels of independence in different domains of 

activity limitation and participation restrictions before and after rehabilitation, feelings about 

oneself, and quality of life were analysed descriptively using frequencies based on the survey 

responses. Perceived changes in activity limitations and participation restrictions before and 

after rehabilitation were analysed using a chi-squared test (sig 0.05) as a non-parametric 

statistical method. The qualitative data collected from the transcriptions of open-ended 

questions in responses to changes in activity limitations and participation restrictions, feelings 

about oneself, and quality of life were coded and analysed using quantitative content analysis.86 

A categorisation scheme, using survey descriptors as coding categories, was developed. The 

scheme and categories underwent pilot testing by the two primary coders (the researcher and a 
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colleague) and were revised until intercoder agreement was achieved.86 Coding was completed 

using a Microsoft Excel spreadsheet. The service-user interviews are described further in two 

manuscripts in review (Maseko et al., 2024) with the Journal of Patient Experience and the 

other (Maseko et al., 2024) with the African Journal of Disability. 

1.9.4 Phase 4: Evaluation of Rehabilitation Services and Proposed Rehabilitation 

Integration Framework for PHC at District Level in Gauteng, South Africa 

Objective 4: To propose a rehabilitation integration framework for PHC at district level 

in Gauteng, South Africa. 

In Phase 4, the data from Phases 1–3 was triangulated using the six steps described by 

Jabareen82 to synthesise the information and propose a framework for integrating rehabilitation 

services in PHC. The RE-AIM Framework (described in Section 2.2.4) was used to evaluate 

and represent the findings from the previous phases according to the five dimensions of reach, 

effectiveness, adoption, implementation. and maintenance (Appendix J).83 The RE-AIM 

Framework is used at various ecological levels, including individual, staff, and setting levels, 

within health systems, as well as at community and national levels. This made it suitable for 

evaluating rehabilitation services in the Johannesburg Metropolitan District.83 

1.10 Ethical Considerations 

The study was approved by the Human Research Ethics Committee of the University of the 

Witwatersrand (M190466) and the Johannesburg Health District Research Committee 

(GP_201905_048) (Appendix K). An information sheet about the study was given to the 

participants, organisations, and institutions. Written informed consent for participation in the 

in-depth and structured interviews and for audio-recording the interviews was obtained from 

the adult participants and caregivers of children (Appendices L–Q). Participation was voluntary 

and participants could withdraw at any stage of the study without consequence. The participants 

were assigned participant codes to maintain anonymity and confidentiality during the data 

analysis, results, and publications arising from the study. Data and consent forms were 

safeguarded in a locked cabinet that was only accessible to the researcher, and it will be 

permanently deleted after five years as per protocol. Feedback was given to participants upon 

request.  
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1.11 Trustworthiness 

The following strategies for trustworthiness were applied: Transferability to ensure the findings 

can be applied in different contexts; credibility to ensure the truth value of the findings; 

dependability to ensure consistency; and confirmability to allow for external inspection and 

verification.84 The use of purposive sampling to select rehabilitation service providers ensured 

the findings of the study can be applied to other contexts. This was achieved by providing a 

detailed description of the data collected, as well as the key characteristics of the participants, 

which can serve as fundamental information for other researchers.85 

Two coders completed the coding to ensure credibility. They were the researcher and a 

colleague with experience in qualitative research who provided a sound and comprehensive 

interpretation of the data.85 Intercoder agreement was established using a codebook. The two 

coders separately developed preliminary codes of the transcripts, and then came together to 

compare and agree on the coding. Codes were built around the emerging themes using a process 

of consensus.86 Credibility was also assured through prolonged engagement until the scope of 

data was covered and data saturation on rehabilitation experiences obtained. 

A complete description of the methodology is recorded in Section 1.8 to ensure dependability, 

and the detailed description can be used to confirm the accuracy of the process and of the 

derived data. A peer review process enhanced the confirmability of the research by asking an 

independent third reviewer, who had not been involved in the project thus far, to analyse the 

raw data and compare the various categories and themes. The independent reviewer 

crosschecked the codes to determine intercoder agreement and improve the trustworthiness of 

the findings. Member checking also contributed to the confirmability of the results.87 
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Chapter 2: Underlying Philosophy and Conceptual Context of the 

Study 

2.1 Introduction 

A review of studies in the field of disability rehabilitation revealed that to appreciate the extent 

of rehabilitation service delivery, it is necessary to have a commonly understood approach to 

rehabilitation and disability. Therefore, this chapter presents a critical discussion of the 

concepts and conceptual framework, which include approaches to disability and rehabilitation, 

PHC, integration, and CBR. These are the key concepts and conceptual framework that 

underpinned the study. 

2.2 Concepts and Conceptual Framework 

The concepts and conceptual framework described in this section frame the assumptions, 

expectations, beliefs, and theories that support and inform this research, including ideas and 

beliefs held about rehabilitation services in PHC. Figure 2.1 is a diagrammatic model of the 

tentative theory of integrated rehabilitation services in PHC that informed the research 

questions, objectives, and methods used in this study.88 

The conceptual framework depicted in Figure 2.1 is framed within the working assumption that 

healthcare systems are examples of complex adaptive systems with constantly changing 

contexts.89,90 Therefore, the relationship between the concepts in this framework can be said to 

be non-linear.91 All health systems must carry out some basic functions that can be broken down 

into a set of six essential building blocks.92,93 The building blocks are used as a point of 

departure, represented as influencing factors on integrating rehabilitation in PHC.92,94 
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Figure 2.1 Conceptual framework using the health system building blocks from the WHO Health Systems Framework91 and the RE-

AIM Framework95 
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2.2.1 WHO Health System Building Blocks 

WHO’s health system building blocks are an important framework for understanding health 

systems and efforts to strengthen them. The different components of rehabilitation within the 

health system can be grouped under the six building blocks as follows:42 

• Leadership and governance: 

o Existing laws, policies, plans, and strategies specific to rehabilitation services: 

o Existing health policies and guidelines in South Africa neglect rehabilitation and 

hinder its integration into PHC; 

o Governance continues to experience poor management that particularly affects major 

portfolios of health, employment, and education;51 and  

o The required transformation and achieving universal health coverage through the 

NHI can only be fully realised through strong political leadership and systems of 

health governance, particularly in the face of South Africa’s uncertain political and 

economic climate.96 

• Financing: 

o The current health expenditure allocated to rehabilitation services and whether it 

meets the actual needs of the population: 

o Different health financing and payment structures that include rehabilitation services; 

o Evaluate the effectiveness of health financing and payment structures in promoting 

equitable access to rehabilitation; and 

o Suggest models that could better support comprehensive care. 

• Health workforce: 

o The availability and distribution of healthcare professionals capable of delivering 

rehabilitation interventions, including rehabilitation therapists and mid-level 

workers; 

o Address any shortages or maldistribution; and 

o Recommend strategies for workforce development and optimisation. 

• Service delivery: 

o Examine the models of service delivery for rehabilitation interventions, particularly 

in PHC facilities and community settings; 

o Identify best practices and barriers to effective service delivery; and 

o Propose solutions for more effectively integrating rehabilitation into the healthcare 

system. 
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• Medical products and technology: 

o Review the medicines and technologies, especially assistive devices, commonly used 

in rehabilitation; 

o Discuss the accessibility and affordability of these products for those in need; and 

o Recommend policies to improve access to essential rehabilitation technologies. 

• Information systems: 

o Concerned with the current health information systems and record-keeping practices 

with respect to rehabilitation and focusing on the availability and use of data, 

including activity participation data and rehabilitation outcomes data; and  

o Highlights the importance of integrating rehabilitation data into national health 

information systems for better planning, monitoring, and evaluation of services, 

including research relevant to rehabilitation policy and programmes. 

2.2.2 Primary Healthcare and Primary Care 

PHC has undergone many changes since its historic launch in 1978. Over the years, PHC has 

come to be understood beyond a way of delivering healthcare, and it is now seen as a philosophy 

of attaining equitable health that governs all levels of care within the health system. As such, 

the principles of the PHC approach include equity in health service delivery, access to 

affordable and appropriate services, empowerment of people, and sustainability of service 

provision.23,24 Furthermore, it includes other sectors responsible for delivering improvements 

in the social determinants of health.24,42 

PHC is distinguishable from primary care (PC) in the literature based on the biomedical, 

biopsychosocial, or reformist interpretation. The reformists argue against the interchangeable 

use of PC and PHC, and are of the opinion that the lack of variance detracts from the strong 

focus on equity in PHC.97 Similarly, the biopsychosocial view depicts PHC as a public health 

strategy based on the philosophy that health gains are better obtained when people’s basic needs 

are met first.97–99 

PHC, in contrast to PC, shows strength in its ability to respond to local needs. While 

communities are the unit of intervention through a comprehensive, intersectoral approach, PC 

is said to be orientated towards disease prevention with a focus on individuals and families.99 

Furthermore, PC has a more biomedical focus and refers to services provided as the first point 

of entry into the health system. As such, one of the main criticisms of PC is its focus on health 

risks, health education, and/or other preventive strategies rather than the social or 

environmental factors that influence disease progression. 
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Universal health coverage, disability, and rehabilitation have come to the fore in the policy 

sphere.5,91 As such the importance of integrated health service delivery, and in this instance, 

rehabilitation services in PHC have been identified as key to the improvement of health 

outcomes.25,38,91,100 Integrated rehabilitation services can be viewed at macro, meso, and micro 

levels.15 For purposes of this study, the macro level provides a global and national context from 

an international and national policy perspective. The meso level is concerned with the 

professional and organisational aspects at PHC level93, and therefore, in the current study, it 

focuses on rehabilitation and its potential impact on addressing the needs of people with 

disabilities. For example, it includes the rehabilitation service delivery models used in PHC to 

coordinate services across disciplines and organisations. The focus at the micro level is on 

factors affecting clinical integration in service delivery, and in the current study, this includes 

individuals and individual factors, for example, rehabilitation and other health professionals, 

community health workers (CHWs), and people with disabilities. In effect, through a reciprocal 

relationship, the concept of disability and the actors who are influential in the delivery of 

rehabilitation services in PHC are explored. The available service delivery models used in the 

delivery of integrated rehabilitation services to benchmark and guide best practice are pertinent 

to this discussion on service delivery. 

2.2.3 Rehabilitation Service Delivery Models 

The advantage of integrated rehabilitation services is the effective use of the combined expertise 

of a team rather than that of healthcare workers who practise individually.101 McColl102 

identifies six models of practice for providing PHC and rehabilitation services in an integrated 

approach in order to better serve the health needs of people with chronic diseases and 

disabilities. 

The model used most often for rehabilitation service delivery in PHC is the clinic model, and 

its key feature is a geographically defined multidisciplinary team that is co-located in the same 

physical place at the same time. From professionals’ perspective, the clinic model is efficient 

and affords the opportunity for joint patient appointments if necessary;102 and from the service 

users’ perspective, it is familiar and allows service users to consolidate their care from various 

providers at a single PHC location, potentially minimising their transportation and associated 

costs. However, the clinic model has been criticised for failing to capitalise on its location in 

the community by removing patients from their social context, which is similar to what inpatient 

institutional services do.102 Furthermore, the traditional hierarchical clinic model supports the 

vertical medical model of care, compromises flexibility, and organises demands according to 
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the needs of the system and the perceived importance of the services offered and not according 

to the needs of the patient. Consequently, patients cannot always be seen by the various 

healthcare professionals at similar times, often resulting in them having to return more than 

once to the same facility.103 For the first time after the 2022 revision, The Ideal Clinic Manual 

from the National Department of Health included rehabilitation as a separate service to be 

provided in PHC clinics.104 

Outreach is the second service delivery model in PHC that is also commonly used. Unlike the 

clinic model, PHC outreach services emanate from a district-level healthcare facility, and in the 

instance of the current study, it was CHC. Outreach services often target remote or resource-

poor locations and attempt to simulate the CHC service offerings without the infrastructure 

provided by the facility by using mobile teams and satellite units.102 The key benefits of 

outreach programmes are the specialised clinical knowledge of a professionally integrated 

outreach team from the CHC, and the opportunity for skills development in the community 

context. Outreach approaches have also been demonstrated to improve health outcomes, deliver 

more consistent care, and reduce the demand for secondary or tertiary inpatient institutional 

services by extending PHC services beyond the CHC.102 A disadvantage of the outreach 

approach may be that the teams are not integrated into the community they serve, and thus, they 

may be perceived as visiting services.102 Outreach services can be specialist, generalist, or 

comprehensive. The capitulation model that is being proposed for the NHI in South Africa 

outlines services to be population-based, which may influence outreach services. 

In South Africa, there are insufficient rehabilitation-specific personnel or posts in clinics. 

Community service therapists, who account for 30% of public sector workers, are not retained 

after completing their one-year mandatory community service requirement, resulting in a high 

turnover rate and a lack of continuity and strategic service development. Consequently, the 

expertise that is brought to clinic-based and outreach services is transitory, the opportunity for 

long-term skill development is lost, and services are often not contextually appropriate and 

suited to community needs. The success of integrated rehabilitation services in PHC depends 

greatly on the community’s active participation.6 Since outreach PHC rehabilitation services 

rely on strong partnerships between people with disabilities and their communities, 

rehabilitation personnel, and community-based workers,6 the sustainability of the service may 

be threatened if rehabilitation outreach services are not integrated into the community through 

viable skills development over a longer time period and with more experienced staff . 

The other models for rehabilitation service delivery in PHC include self-management, case 

management, CBR, and shared care. Self-management involves the systematic provision of 
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education and support by the healthcare team to increase service users’ knowledge, skill, and 

confidence in managing their own health.102,105 Self-management emphasises patients being 

central to the network of health decision-making as a consumer and coordinator of their own 

services,102,106 which is compatible with the rehabilitation philosophy of optimising 

independence,102 making it ideal for integrating rehabilitation services in PHC. However, self-

management requires a fair level of health literacy, which is low in South Africa107 and is not 

acceptable to service users who do not wish to or are incapable of taking responsibility for their 

health and prefer to operate within a model where providers assume responsibility.102 

Case management uses a case manager in an interdisciplinary approach to coordinate the 

necessary services, including rehabilitation services at the PHC facility, the patient’s home, or 

other community locations, such as residential homes.102,105 Effective case management reduces 

the number of visits to the PC physician and links the patient with more appropriate service 

providers who can meet many of the social and functional needs of patients with complex 

conditions. Case management is efficient from patients’ perspective because all services are 

coordinated with some assurance of efficient information sharing among those who need it. 

Successful case management as a service delivery model for integrating rehabilitation services 

relies on the case manager’s knowledge and understanding of rehabilitation and its value and 

place in patient care, and in the various health professionals involved acknowledging the case 

management role and cooperating by providing accurate and timely information.102 

Another service delivery model for rehabilitation service integration is CBR, which is often 

used to deliver rehabilitation services in contexts where both material and human resources are 

scarce.6,102,108 It is based on a community development philosophy, and uses an interdisciplinary 

and transdisciplinary collective approach in which the role of rehabilitation personnel is to 

advocate for and with people with chronic diseases and disabilities and to assist in the 

mobilisation of community resources and support to address the needs within a community.6 

The benefits of CBR are typically broader and more far-reaching than can be achieved on a 

one-to-one intervention basis. Through community development, which involves collaboration 

with the service users and community organisations or resources,105 CBR enables the 

development of skills and capacitates service providers who are not necessarily rehabilitation 

personnel, people with disabilities, and their communities. Indeed, community development is 

a process that involves dedication, persistent energy, and a robust referral system. The 

development of relationships between the rehabilitation team and other members of the PC 

team is a key issue in the successful integration of rehabilitation services in PHC,105 and the 
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absence of collaborative relationships threatens not only the sustainability of CBR but also the 

effective integration of rehabilitation service. 

The sixth model is shared care, and in this model two providers with the same professional 

background, one a specialist and one a generalist, pair up in the provision of care. A specialist 

psychiatrist may pair with a family physician on either a case-specific or a practice-wide 

basis.102 While shared care promotes networking among physicians within a community and a 

decreased sense of isolation for the family physician, a related model of specialist-generalist 

collaboration between therapists in the PC and tertiary care settings has not been found in the 

literature.102 The inclusion of rehabilitation services in a shared model of integrated service 

delivery and its potential benefits to interprofessional teamwork and efficiency requires further 

examination. 

In conclusion, the various rehabilitation service delivery models and understanding of 

rehabilitation services further highlight the need for empirical evidence into the current state of 

rehabilitation services in PHC. This is to inform its alignment to a reengineered PHC in South 

Africa and to allow adequate planning to meet the needs of the broader population. 

The complexity of the relationship between the concepts can be said to be symbolic of the need 

to understand the integration of rehabilitation services in PHC to strengthen the health system; 

hence, integration is a common thread in the conceptual framework. The RE-AIM Framework 

serves as a theoretical framework through which the various health system influencing factors 

were evaluated and understood in this study to evaluate the integration of rehabilitation services 

in PHC. 

2.2.4 The RE-AIM Framework 

The existing literature suggests the absence of a comprehensive evaluation framework as a 

significant barrier to advancement in public health and community-based interventions.115–117 

Multi-level interventions, which encompass policy, environmental, and individual elements, 

necessitate assessments tailored to their specific contexts, goals, and purpose. The RE-AIM 

Framework conceptualises the public health impact of an intervention through the interplay of 

the five key factors of reach, efficacy/effectiveness, adoption, implementation, and 

maintenance.95,109,110 A fundamental principle of this framework is that the overarching impact 

of an intervention is attributable to its combined effect across these evaluative dimensions. 

Despite the RE-AIM Framework’s strengths, it has been criticised for a lack of clarity in nature 

of the relationships among the five RE-AIM dimensions and how they combine to determine 
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overall public health impact. On the other hand, the framework is praised for its compatibility 

with systems-based and social-ecological thinking as well as with community-based and public 

health interventions, thereby making it suitable for use in this study.95 

In this research, the RE-AIM Framework served as the underpinning structure for evaluating 

the delivery and integration of rehabilitation services.95,110–112 The RE-AIM Framework has 

been used in other studies to evaluate the collective impact of similar community-based public 

health programmes,88 and injury prevention interventions.113 In the current study, the evaluation 

of rehabilitation services encompassed the findings from Phases 1–3 articulated through the 

RE-AIM Framework’s five dimensions. The specific application in evaluating each dimension 

is detailed in Appendix L and concisely summarised below. 

The dimension reach refers to the size and characteristics of the population that benefits or is 

impacted by a policy or initiative. It is measured by comparing the number of programme 

participants to the total population or ‘census’ data for a specific group targeted by the 

intervention. In the context of evaluating rehabilitation service in PHC, reach was measured by 

comparing the number of people who used rehabilitation services to the total number of people 

who needed them.88 

The effectiveness dimension assesses the outcomes of rehabilitation services, and emphasises 

the importance of considering both positive and negative outcomes. It is important to consider 

a variety of indicators, such as activity participation changes, improved quality of life, and 

service-user satisfaction, in addition to physiological outcomes, as was done in this study. These 

indicators are essential to determine the efficacy of rehabilitation service delivery models for 

integrating rehabilitation in PHC.110 

Adoption, the third dimension of the RE-AIM Framework, refers to the frequency and 

representativeness with which rehabilitation services are implemented in settings such as 

communities, CHCs and clinics, health departments, and workplaces. It is also important to 

examine the barriers and facilitators to adoption as this provides information about how widely 

and effectively rehabilitation services are embraced. In the current study, adoption refers to the 

proportion of PHC facilities that offer rehabilitation services.88 

The implementation dimension assesses the degree to with which rehabilitation services are 

delivered as intended. Implementation research is important for determining services that are 

feasible and effective in real-world scenarios. Assessing the way rehabilitation services are 

currently implemented at the PC level indicates the extent to which these services are integrated. 
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Maintenance, the final dimension in the RE-AIM Framework, assesses how well a health 

promotion policy or practice is integrated into an organisation’s routine culture and operations. 

In the current study, it assessed how well rehabilitation services are a consistent, integrated, and 

long-lasting component of overall PHC services at organisational level or an individual’s 

behaviour, and continuity in rehabilitation interventions at individual level.113 

Ultimately, the RE-AIM Framework enables a balanced approach that combines an objective 

structure, a scientifically rigorous method of data analysis, and the incorporation of the 

researcher’s subjective judgement in the final synthesis.114 This approach ensures that 

rehabilitation services are thoroughly evaluated by considering not only their effectiveness but 

also their practical applicability, long-term viability, and broader public health implications. 

2.3 Reflexivity 

In my role as an occupational therapist, I have gained valuable insights into different healthcare 

systems and their impact on rehabilitation services. Working across various health systems has 

prompted me to question their policies and effects, particularly within the context of my 

experience in the National Health Service in the UK. This experience ignited my interest in 

researching health systems, especially considering my prior work in the public sector in South 

Africa. I was particularly curious about how a national health service, such as the one in the 

UK, would function in South Africa and how it would affect the delivery of rehabilitation 

services. 

Upon returning to South Africa from the UK, I delved deeper into this by working in the private 

sector and supervising student clinical fieldwork in both rural and urban public sector settings. 

My aim was to better understand the social determinants of health and disability, as well as the 

challenges posed by fragmented rehabilitation services. My research focus stems from my 

strong belief in social justice, which drives me to explore equitable access to quality healthcare 

and the need to strengthen health systems to achieve this. 

The South African healthcare system has a history of fragmentation and inequality across 

various sectors, levels of care, healthcare professionals, and geographical areas.51 My 

perspective on health and disability aligns with the biopsychosocial approach outlined in the 

ICF by the WHO.61 This approach acknowledges that health is influenced by personal and 

environmental factors, highlighting the importance of context to understand health and 

wellness61. PHC plays a pivotal role in this approach by advocating for equitable health for all 

through addressing basic needs. The principles of PHC include equitable service delivery, 
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affordable access, empowerment of individuals, and service sustainability.25 My experience in 

rehabilitation units has underscored the significance of a multidisciplinary approach that 

involves patients and their families in the rehabilitation process. However, I have observed 

power imbalances among healthcare professionals that often result in the premature discharge 

of patients without proper rehabilitation input, hindering their recovery and reintegration into 

daily life. 

In my research, I adopted a pragmatic approach and drew from constructivist assumptions 

shaped by exposure to various theoretical perspectives. I view reality as subjective and used an 

interpretive approach to understand the experiences of rehabilitation service providers and users 

within PHC. Using lived experiences, I explored participants’ perspectives and the contextual 

factors influencing their experiences to seek solutions to effectively integrate rehabilitation into 

PHC. Despite my experience of the public health system, both from a service provider and 

service user perspective, I allowed the participants to express their views while also 

acknowledging and recognising that I am part of the social world that I am researching196, and 

that this world has already been interpreted by existing social actors, some of which resonated 

with me. Furthermore, the supervision sessions were important in that they provided a space 

for me to reflect on biases during conceptualisation, data collection, and data analysis. 
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Chapter 3: Paper 1: Service Guidelines, Models, and Protocols for 

Integrating Rehabilitation Services in Primary Healthcare in 

Brazil, Russia, India, China, and South Africa: A Scoping Review 

3.1 Introduction to Paper 1 

Paper 1 is presented as a published paper. It is derived from the findings of a scoping review 

that mapped out the existing service guidelines, models, and protocols currently used for 

integrating rehabilitation services in BRICS countries. 

3.2 Journal Details Paper 1 

Disability and Rehabilitation is an international multidisciplinary journal published by Taylor 

and Francis that focus on all aspects of disability and rehabilitation. It aims to encourage a better 

understanding of disability and to promote rehabilitation science, practice, and policy. The 

journal is abstracted and indexed in Current Contents, EBSCO Online, Educational Research 

Abstracts online, Electronic Library For Social Care, Ergonomics Abstracts, Index 

Medicus/MEDLINE, PEDro, Psych Info/Psych Lit/Psych Abstracts, RECAL Bibliographic 

Database, Science Citation Index, SCOPUS, Social Science Citation Index, and Sociological 

Abstracts. Table 3.1 gives the publication specifics for Paper 1.  

Table 3.1 Publication specifics Paper 1 

Title of publication 

Service guidelines, models, and protocols for integrating rehabilitation services in 

primary healthcare in Brazil, Russia, India, China, and South Africa: a scoping 

review 

Authors 
Lebogang Maseko, Hellen Myezwa, Natalie Benjamin-Damons, Denise Franzsen 

and Fasloen Adams 

Journal name Disability and Rehabilitation 

ISSN (Print) 0963-8288, (Online) 1464-5165 

Publication date 09 December 2023 

Volume Online 

DOI number 10.1080/09638288.2023.2290210 

Impact factor 2.2 (2022), Department of Higher Education And Training accredited 

3.3 Author Contributions Paper 1 

The Contributor Roles Taxonomy (CRediT) (Appendix S) was used to outline the authors’ 

contribution to the study and is shown in Table 3.2.115 The full explanation of the terms is in 

Appendix S. 
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Table 3.2 Details of author contributions Paper 1 

 Maseko Myezwa Benjamin-Damons Franzsen Adams 

Conceptualisation      

Methodology      

Resources      

Writing: Original draft      

Writing: Review & editing      

Visualisation      

Supervision      

3.4 Copyright and Permission Paper 1 

This scoping review was published by Disability and Rehabilitation (Open access). The article 

is presented as published in Disability and Rehabilitation with no changes to the style of the 

paper. According to the Creative Commons Attribution License 4.0, authors can grant 

permission to use the article as long as the authors are acknowledged and the article style and 

information is maintained. 
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3.5 Published Article 
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Chapter 4: Paper 2: Perceptions of Integrated Rehabilitation 

Service Delivery in a Metropolitan District 

4.1 Introduction to Paper 2 

Paper 2 is presented as a published paper from Objective 2, which was to determine the 

rehabilitation services currently provided at PHC level in the Johannesburg Metropolitan 

District, Gauteng, South Africa. The paper emanated from the findings of in-depth interviews 

with rehabilitation personnel employed at the nine CHCs offering rehabilitation services in the 

Johannesburg Metropolitan District. The in-depth interviews explored the extent to which 

rehabilitation services are integrated into PHC service delivery based on the expressed reality 

of rehabilitation personnel. This paper describes the first theme from the findings by looking at 

how the rehabilitation personnel perceive the current state of rehabilitation services. 

4.2 Journal Details Paper 2 

The African Journal of Primary Health Care & Family Medicine is the official journal of 

WONCA (World Organization of Family Doctors) Africa Region and the PRIMAFAMED 

(Primary Care and Family Medicine) network, published by AOSIS. It provides a platform for 

scholarly exchange between family medicine and PHC researchers and practitioners across 

Africa. All articles published in the journal are included in African Index Medicus, Cabells 

Journalytics, Directory of Open Access Journals, EBSCO Host, Embase, GALE, CENGAGE 

Learning, Google Scholar, Hinari, Norwegian Register for Scientific Journals Series and 

Publishers Level 1, ProQuest, PubMed / MEDLINE, PubMed Central, SciELO SA, SCOPUS, 

Web of Science Other Coverage, Emerging Sources Citation Index, Emerging Sources Citation 

Index (ESCI). Table 4.1 gives the publication specifics for Paper 2. 

Table 4.1 Publication specifics Paper 2 

Title of publication Perceptions of integrated rehabilitation service delivery in a metropolitan district 

Authors Lebogang J. Maseko, Fasloen Adams, Hellen Myezwa 

Journal name African Journal of Primary Health Care & Family Medicine 

ISSN (Online) 2071-2936, (Print) 2071-2928 

Publication date 29 January 2024 

Volume 16 

DOI number 10.4102/phcfm.v16i1.4069 

Impact factor 2 (2022), Department of Higher Education And Training accredited 
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4.3 Author Contributions Paper 2 

The CRediT was used to outline the authors’ contribution to the study and is shown in Table 

4.2.115 The full explanation of the terms is in Appendix S. 

Table 4.2 Details of author contributions Paper 2 

 Maseko Myezwa Adams 

Conceptualisation    

Methodology    

Resources    

Writing: Original draft    

Writing: Review & editing    

Visualisation    

Supervision    

4.4 Copyright and Permission Paper 2 

This article was published by the African Journal of Primary Health Care & Family Medicine 

(Open access). The article is presented as published in the African Journal of Primary Health 

Care & Family Medicine with no changes to the style of the paper. According to the Creative 

Commons Attribution License 4.0, authors can grant permission to use the article as long as the 

authors are acknowledged and the article style and information is maintained. 
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4.5 Published Article 
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Chapter 5: Barriers, Facilitators, and the Future of Integrated 

Rehabilitation Services in Primary Health Care in a Metropolitan 

District 

5.1 Introduction to Paper 3 

Paper 3 is presented as a manuscript from Objective 2, which was to determine the rehabilitation 

services currently provided at PHC level in the Johannesburg Metropolitan District, Gauteng, 

South Africa. The manuscript is structured according to the journal guideline and is under 

review. Paper 3 emanated from the findings of in-depth interviews with rehabilitation personnel 

employed at the nine CHCs offering rehabilitation services in the Johannesburg Metropolitan 

District. The in-depth interviews explored the extent to which rehabilitation services are 

integrated into PHC service delivery based on the expressed reality of rehabilitation personnel. 

This manuscript captures the second and third themes from the study that describe the barriers 

and facilitators to integrated rehabilitation service delivery and how the rehabilitation personnel 

perceive the future of rehabilitation services. 

5.2 Journal Details Paper 3 

The International Journal of Therapy and Rehabilitation, published by Mark Allen Publishing 

Ltd., provides a platform for interdisciplinary approaches to therapy and rehabilitation. The 

International Journal of Therapy and Rehabilitation is indexed on AMED, CINAHL, OT 

Seeker, RECAL, SCOPUS, and Web of Science. Table 5.1 gives the publication specifics for 

Paper 3. 

Table 5.1 Publication specifics Paper 3 

Title of publication 
Barriers, facilitators, and the future of integrated rehabilitation services in primary 

health care in a metropolitan district 

Authors Lebogang Maseko, Fasloen Adams, Hellen Myezwa 

Journal name International Journal of Therapy and Rehabilitation 

ISSN (Online): 1759-779X; (Print) 17411645 

Publication date N/A 

Volume N/A 

DOI number N/A 

Impact factor 0.42 (2022), Department of Higher Education And Training accredited 

5.3 Author Contributions Paper 3 

The CRediT was used to outline the authors’ contribution to the study and is shown in Table 

5.2.115 The full explanation of the terms is in Appendix S. 
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Table 5.2 Details of author contributions Paper 3 

 Maseko Myezwa Adams 

Conceptualisation    

Methodology    

Resources    

Writing: Original draft    

Writing: Review & editing    

Visualisation    

Supervision    
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5.4 Manuscript in Review
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Chapter 6: Paper 4: Let the Records Speak: An Exploration of 

Rehabilitation Services Offered in Primary Healthcare, 

Johannesburg Metropolitan District 

6.1 Introduction to Paper 4 

Paper 4 is presented as a published paper from Objective 2, which was to determine the 

rehabilitation services currently provided at PHC level in the Johannesburg Metropolitan 

District, Gauteng, South Africa. The paper emanated from the findings of a retrospective review 

of clinic rehabilitation records from 2011 to 2020 at the nine CHCs offering rehabilitation 

services in the Johannesburg Metropolitan District. This paper captures the provision of PHC 

rehabilitation services in the Johannesburg Metropolitan District and describes the service 

users’ sociodemographic information and variations in the rehabilitation services provided. 

6.2 Journal Details Paper 4 

BMC Health Services Research is an open access, peer-reviewed journal, and is part of Springer 

Nature. The journal considers articles on all aspects of health services research. Health services 

research is a unique and multidisciplinary field of research that examines how different factors, 

behaviours, and technologies impact population’s access to healthcare, and the quality and cost 

of the care they receive. The journal has a special focus on digital health, governance, health 

policy, health system quality and safety, healthcare delivery and access to healthcare, healthcare 

financing and economics, implementing reform, and the health workforce. BMC Health 

Services Research is abstracted and indexed in CAS, BIOSIS, Embase, MEDLINE, PubMed 

Central, Science Citation Index Expanded, and SCOPUS. Table 6.1 gives the publication 

specifics for Paper 4. 

Table 6.1 Publication specifics Paper 4 

Title of publication 
Let the records speak: An exploration of rehabilitation services offered in primary 

healthcare, Johannesburg Metropolitan District 

Authors Lebogang Maseko, Fasloen Adams, Hellen Myezwa 

Journal name BMC Health Services Research 

ISSN 1472-6963 

Publication date N/A 

Volume N/A 

DOI number N/A 

Impact factor 2.8 (2022); Department of Higher Education and Training accredited 
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6.3 Author Contributions Paper 4 

The CRediT was used to outline the authors’ contribution to the study and is shown in Table 

6.2.115 The full explanation of the terms is in Appendix S.  

Table 6.2 Details of author contributions Paper 4 

 Maseko Myezwa Adams 

Conceptualisation    

Methodology    

Resources    

Writing: Original draft    

Writing: Review & editing    

Visualisation    

Supervision    
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6.4 Published article 
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Chapter 7: Paper 5: User Satisfaction with Primary Healthcare 

rehabilitation services in a South African metropolitan district 

7.1 Introduction to Paper 5 

Paper 5 is presented as a published article from Objective 3, which was to explore the 

experiences of rehabilitation service users at PHC level in the Johannesburg Metropolitan 

District, Gauteng, South Africa. The paper emanated from the qualitative findings of the semi-

structured interviews with rehabilitation service users at the nine CHCs offering rehabilitation 

services in the Johannesburg Metropolitan District. This paper captures the rehabilitation 

service users’ experiences of rehabilitation services in the CHCs and the factors that influence 

their experiences. As stakeholders in the health system, rehabilitation service users’ and 

caregivers’ involvement in various aspects of health system strengthening is important for 

healthcare planning and evaluation. 

7.2 Journal Details Paper 5 

The Journal of Patient Experience is a peer-reviewed, open access journal aimed at capturing 

the user’s perspective. The journal views patient experience to include several aspects of health 

care delivery that consumers value highly when they seek and receive care, such as getting 

timely appointments, easy access to information, and good communication with healthcare 

providers, making it suitable for this manuscript. The Journal of Patient Experience is indexed 

in PubMed Central (PMC), SCOPUS, Clarivate Analytics: Emerging Sources Citation Index 

(ESCI), and ProQuest. Table 7.1 gives the publication specifics for Paper 5. 

Table 7.1 Publication specifics Paper 5 

Title of publication 
User satisfaction with Primary Healthcare rehabilitation services in a South African 

metropolitan district 

Authors Lebogang Maseko, Hellen Myezwa, Fasloen Adams 

Journal name Journal of Patient Experience 

ISSN  

Publication date N/A 

Volume N/A 

DOI number N/A 

Impact Factor  

7.3 Author Contributions paper 5 

The CRediT was used to outline the authors’ contribution to the study and is shown in Table 

7.2.115 The full explanation of the terms is in Appendix S.  
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Table 7.2 Details of author contributions paper 5 

 Maseko Myezwa Adams 

Conceptualisation    

Methodology    

Resources    

Writing: Original draft    

Writing: Review & editing    

Visualisation    

Supervision    
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7.4 Published article  

 



106 

 

 



107 

 



108 

 



109 

 



110 

 



111 

 



112 

 

 



113 

 



114 

 

 

 



115 

Chapter 8: Paper 6: Primary Healthcare Rehabilitation Service 

Users views on Activity Limitations and Participation in South 

Africa 

8.1 Introduction to Paper 6 

Paper 6 is presented as a published article from Objective 3, which was to explore the 

experiences of rehabilitation service users at PHC level in the Johannesburg Metropolitan 

District, Gauteng, South Africa. The paper emanated from the quantitative findings of the semi-

structured interviews with rehabilitation service users at the nine CHCs offering rehabilitation 

services in the Johannesburg Metropolitan District. This paper captures the rehabilitation 

service users’ self-rated change in activity limitations and participation restrictions after 

receiving rehabilitation intervention. 

8.2 Journal Details Paper 6 

The African Journal of Disability is the official journal of CRS, AfriNEAD and CEDRES, 

published by AOSIS. The journal introduces and discusses issues and experiences relating to 

and supporting a better understanding of the interfaces between disability, poverty, and 

practices of exclusion and marginalisation. It aims to yield new insight into established human 

development practices, evaluate new educational techniques and disability research, examine 

current cultural and social discrimination, and bring serious critical analysis to bear on problems 

shared across the African continent. The emphasis is on all aspects of disability particularity in 

the developing African context. The African Journal of Disability is Department of Higher 

Education and Training accredited and listed on the Directory of Open Access Journals, SciELO 

SA, and SCOPUS. Table 8.1 gives the publication specifics for Paper 6. 

Table 8.1 Publication specifics Paper 6 

Title of publication 
Primary healthcare rehabilitation service users views on activity limitations and 

participation in South Africa 

Authors Lebogang Maseko, Hellen Myezwa, and Fasloen Adams 

Journal name African Journal of Disability 

ISSN 2223-9170 (Print); 2226-7220 (Online) 

Publication date N/A 

Volume N/A 

DOI number N/A 

Impact Factor (2022) 
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8.3 Author Contributions Paper 6 

The CRediT was used to outline the authors’ contribution to the study and is shown in Table 

8.2.115 The full explanation of the terms is in Appendix S.  

Table 8.2 Details of author contributions Paper 6 

 Maseko Myezwa Adams 

Conceptualisation    

Methodology    

Resources    

Writing: Original draft    

Writing: Review & editing    

Visualisation    

Supervision    
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8.4 Published article  
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Chapter 9: Integrative Discussion and Proposed Rehabilitation 

Integration Framework for Primary Health Care at District Level 

in Gauteng, South Africa 

9.1 Introduction 

Chapter nine outlines the final phase and objective of the study. Objective 4 was to propose a 

rehabilitation integration framework for PHC at district level in Gauteng, South Africa. In this 

chapter an integrative discussion drawn from the findings of the first three phases because the 

study’s overall aim was to examine the integration of rehabilitation services into PHC is 

included. The PHC rehabilitation integration framework was developed by triangulating of the 

findings from Phases 1–3 using conceptual framework analysis.82 Furthermore, the chapter 

undertakes a comparative analysis of the main findings using the WHO Health System Building 

Blocks91 and the WHO Framework on Integrated People-centred Health Services.116 

9.2 Conceptual Considerations 

The concepts underpinning the first three phases of this study are described in Figure 9.1, which 

is the original conceptual framework outlined and described in Section 2.2, Figure 2.1. The 

concepts captured in the original conceptual framework identify healthcare systems as complex 

adaptive systems with evolving contexts and non-linear interactions.90,117 The conceptual 

framework outlines six health system building blocks essential for integrating rehabilitation 

services into PHC, a key focus of the study.91 This current research study focused on service 

delivery and addressed the important issues influencing integrated rehabilitation service 

delivery across macro, meso, and micro levels. At the macro level, the significance of universal 

health coverage, disability, and rehabilitation is increasingly acknowledged in global and 

national policies, highlighting the importance of rehabilitation in PHC to improve health 

outcomes. The meso level concentrates on the organisational and local aspects, specifically how 

rehabilitation services are delivered within PHC. At the micro level, this study explored the 

dynamic between disability concepts and the providers of rehabilitation services in PHC by 

looking at individuals and their specific attributes.2,92 

Integration was a central theme of this study, and underlined the complex dynamics involved 

in embedding rehabilitation services into PHC to improve the overall health outcomes of 

rehabilitation service users. A principal characteristic of the concept of integrated care is 
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bringing together key aspects in the design and delivery of disjointed healthcare systems.118 

The RE-AIM Framework was considered particularly relevant for this study because it has a 

multi-level focus tailored to each project, and includes the individual, service delivery 

personnel, and the setting.83 The framework emphasises the reach and representativeness of 

both participants and settings in characterising the public health effect of an intervention, and 

addresses how well a programme works in the world of busy, under-staffed public health 

clinics, large health systems, or community settings.95,109,110 The RE-AIM Framework is suited 

to research interventions that address whole populations and are sustained over time, such as 

rehabilitation services in PHC. Its use at various ecological levels, including individual, staff, 

and setting levels within health systems, as well as at community and national levels, made it 

suitable for evaluating rehabilitation services in the Johannesburg Metropolitan District.83 

Using the RE-AIM Framework allows the public health impact of rehabilitation services to be 

conceptualised as a function of the five factors of reach, efficacy/effectiveness, adoption, 

implementation, and maintenance. 

Using the outlined concepts, the data triangulation process was completed using the findings 

from the first three phases of this study and is discussed further in section 9.3 below.  
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Figure 9.1 The original conceptual framework that guided Phases 1–3 of the study using the health system building blocks from the WHO Health 

Systems Framework91 and the RE-AIM Framework95 
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9.3 Data Triangulation 

During the data triangulation stage, the researcher combined the data generated from multiple 

sources to answer the following research question:125, 126 How should rehabilitation services be 

integrated into PHC at district level in Gauteng, South Africa? The data triangulation process 

used Jabareen’s82 conceptual framework analysis and allowed for the corroboration of findings 

from the various data sources used in Phases 1–3. 

In the first phase, existing literature from a scoping review was used to address Objective 1, 

which was to map the existing service delivery guidelines, models, and protocols for 

rehabilitation service delivery integration in PHC through a scoping review.75 Phase 2 provided 

a profile of rehabilitation services in the Johannesburg Metropolitan District and addressed the 

second objective, which was to determine the rehabilitation services currently provided at PHC 

level in the Johannesburg Metropolitan District, Gauteng, South Africa . Objective 2 was 

addressed in two ways: Firstly, through in-depth interviews with rehabilitation service 

providers from the nine provincially funded CHCs offering rehabilitation services;80,121 and 

secondly, by conducting  an analysis of rehabilitation patient records from 2011 to 2020 at the 

same nine clinics to describe the rehabilitation service-user characteristics, the types of 

disabilities represented, referral sources, service use, and variations in rehabilitation services in 

the district.122 Semi-structured interviews with rehabilitation service users in eight of the nine 

facilities were conducted in Phase 3 to address Objective 3, which explored the experiences of 

rehabilitation service users at PHC level in the Johannesburg Metropolitan District, Gauteng, 

South Africa.123,124 Figure 9.2 summarises the studies conducted in each phase and the 

objectives that were addressed to achieve the overall aim of the study. 

As shown in Figure 9.2, the final phase of this study (Phase 4) involved a desk analysis and 

synthesis that was achieved through data triangulation to address Objective 4, which was to 

propose a rehabilitation integration framework for PHC at district level in Gauteng, South 

Africa. The steps involved in the development of a rehabilitation framework in PHC are 

described in the following subsections. 
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Figure 9.2 Studies conducted in Phases 1–3 to address the overall research aim of this study
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9.3.1 The Six Steps of the Data Triangulation Process 

The data triangulation process in Phase 4 of this study was used to develop a framework for 

integrating rehabilitation services into the PHC level in Gauteng, South Africa, and the 

researcher achieved this by following the first six steps of Jabareen’s82 eight-step method for 

building conceptual frameworks. The six-step approach outlined in Figure 9.3 informed the 

proposal of a framework to integrate rehabilitation services into PHC. Jabareen’s82 eight-step 

conceptual framework analysis method uses a qualitative process for building a conceptual 

framework to better understand multidisciplinary phenomena linked to multiple bodies of 

knowledge. Jabareen’s82 conceptual framework analysis was selected for the data triangulation 

in this study because it recognises that conceptual frameworks are based on flexible terms that 

can be reconceptualised and modified according to the evolution of the phenomena in question. 

Rehabilitation service delivery is evolutionary and not static, making this approach suitable. 

For this current study, only Steps 1–6 of Jabareen’s82 8-step approach were followed, and they 

involve mapping the data sources from the first three phases, categorising the data, identifying 

and naming concepts, deconstructing and categorising concepts, integrating concepts, and 

lastly, synthesising and resynthesizing to make it all make sense. Steps 7 and 8 involve 

validating the conceptual framework and rethinking the conceptual framework, which falls 

outside the aim of this study. The team involved in consolidating the findings and identifying 

the components for the framework consisted of a group of rehabilitation experts, including the 

primary investigator, three research experts, and two supervisors. The three research experts 

have over 30 years of experience in public and private health systems and extensive research 

experience in quantitative and qualitative methodologies. The process started with an inductive 

approach to collate the study findings according to the study objectives and aligning them with 

the RE-AIM Framework dimensions. Thereafter, the findings were initially categorised 

according to the WHO Health System Building Blocks, and subsequently, further organised 

into the macro, meso, and micro levels.2 The contents of these steps are described in Figure 9.3 

under process. 
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Figure 9.3 The six steps followed to develop the framework for integrating rehabilitation in PHC82 
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9.3.2 Using the Six Steps to Develop the PHC Rehabilitation Integration Framework 

The following subsections outline the process used to implement the first six steps of 

Jabareen’s82 conceptual framework analysis that was used to construct the final framework for 

integrating rehabilitation services in PHC. Each step is thoroughly described in this section, as 

depicted in Figure 9.3, which showcases the process of triangulating data from various 

sources.82 Figure 9.4 shows the process followed to further analyse and categorise the data using 

Jabareen’s82 six steps. 
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Figure 9.4 The process followed to further analyse and categorise the data using Jabareen’s82 six steps 
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9.3.2.1 Step 1: Mapping the selected data sources from Phases 1–3 

 

Figure 9.5 Step 1: Mapping the selected data sources from Phases 1–3 

As indicated in Figure 9.5, the first step in developing the PHC integrated rehabilitation 

framework involved categorising the results emanating from the previous three phases based 

on the study objectives. These results were compared against the original conceptual framework 

components that guided the study (as illustrated in Figure 9.1) and the RE-AIM Framework. 

The rationale behind this comparison was to assess how well the data aligned with the chosen 

frameworks, models, and existing literature. This process was crucial to coherently organise the 

data from the original conceptual framework studies relevant to integration, as portrayed in 

Figure 9.6. 

 

Figure 9.6 Study objectives categorised using the RE-AIM Framework95 
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When evaluating the relevance of the findings to the RE-AIM Framework’s different 

dimensions of reach, effectiveness, adoption, implementation, and maintenance, it was noted 

that Objectives 2 and 3 applied to more than one dimension of the RE-AIM Framework, and 

that Objective 1 only applied to implementation (Figure 9.6). The overlap between the 

dimensions was unsurprising because it confirms the interconnectedness of rehabilitation 

service delivery,51 underscoring the complexity of integrating any service. The outcome of Step 

1 of Jabareen’s conceptual framework analysis was a presentation of consolidated findings 

according to the objectives across the various phases and RE-AIM dimensions, and is discussed 

in detail in the following subsections. 

Description of the study findings categorised in the RE-AIM Framework dimensions 

Objective 1: To map the existing service delivery guidelines, models, and protocols for 

rehabilitation service delivery integration in PHC through a scoping review (Phase1) 

Objective 1 only addressed the implementation dimension of the RE-AIM Framework (see 

Figure 9.6). The implementation dimension assesses how closely services follow their intended 

design in practice. Furthermore, implementation seeks to understand how rehabilitation 

services are integrated into PHC settings and populations, and how they are delivered and 

modified over time and across these settings.125 In Objective 1, the scoping review sought to 

map the existing service delivery guidelines, models, and protocols for rehabilitation service 

delivery integration in PHC in the BRICS nations.75 The scoping review revealed a diversity of 

service delivery models, protocols, and guidelines that each has distinct advantages and 

challenges (Table 9.1). 

The RE-AIM Framework dimensions were tested against the study findings from the scoping 

review (Objective 1) and were found to align with the implementation dimension of the RE-

AIM Framework because the scoping review findings described how the service guidelines, 

models, and protocols are implemented by the BRICS countries (Table 9.1). Understanding 

how the identified models, guidelines, and protocols are implemented is important to 

integration because it shows how various aspects of health service delivery overlap and 

intersect.126 Furthermore, it provides a platform to review the service guidelines, models, and 

protocols currently in use in South Africa and how these can be adapted or reconfigured to 

enable contextually responsive implementation that enhances integration through patient 

satisfaction, increased perceived quality of care, and access to services.127 
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Table 9.1 Alignment of study findings from Phase 1 (Objective 1) in relation to the study aim and RE-AIM Framework 

PHASE 1: REHABILITATION SERVICES IN THE BROADER CONTEXT 

Objective 1:  To map the existing service delivery guidelines, models, and protocols for rehabilitation service delivery integration in PHC through a scoping review 

RE-AIM Dimension:  

Implementation: Seeks to understand how an intervention is integrated into diverse settings and populations, as well as how it is delivered and modified over time and 

across settings 

SERVICE DELIVERY MODELS: Implementation 

SERVICE DELIVERY PROTOCOLS: Implementation 

• Identified for screening and intervention 

• Should allow health professionals to apply clinical judgement to implement 

• Implementation is facilitated by team involvement and increased protocol 

acceptability in practice 

 

SERVICE GUIDELINES: Implementation 

• Organisational policies 

• Guidelines for ward-based PHC outreach teams in South Africa 

• Specify geographic delineation and composition of PHC teams, conditions of 

employment, managerial oversight for supervision, and accountability 

• Stipulate hospital or district-based members of rehabilitation personnel must 

support the team 

• However, training of CHWs within Ward Based Primary Health Care Outreach 

Teams excludes rehabilitation services 

 

Professional Standards 

• Ensure standards of care are achieved by healthcare workers 

• Non-adherence to these guidelines remains the biggest threat to rehabilitation 

service integration  

Clinic model 

• Outpatient clinics are most common 

• Integration of rehabilitation services and access is a challenge in this model 

Advantages: Geographic co-location of health professionals leads to  physical 

proximity, which leads to improved interactions and knowledge exchange 

Disadvantages: Rehabilitation workforce is the greatest challenge 

Outreach model 

• Includes home visits, telehealth, e-health, and mobile health 

Advantages: Reduced cost to provide services 

Good evidence that telehealth can overcome geographical boundaries and 

the need for travel 

Disadvantages: Data costs and connectivity in LMICs 

Shared care model 

• Suggested in both the outreach and clinic model through task shifting and task 

sharing 

Advantages: Supports health workforce challenges 

Shared care involving trained CHWs or mid-level workers is 

recommended 

Self-management model 

• Increased empowerment of patients and community in ownership of their health 

and wellbeing 

Advantages: Applicable within any of the models 

Can be supported by online or telehealth services to reduce rehabilitation 

personnels’ workload 

Can capture a larger audience 

Disadvantages: Can be challenging to use in fragmented PHC services 
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PHASE 1: REHABILITATION SERVICES IN THE BROADER CONTEXT 

CBR model 

• Training CHWs to provide rehabilitation services is an effective CBR model 

• Includes delivery of home-based community care 

Advantages: Improved functional and quality of life outcomes 

Continued education and training, appropriate supervision of CHWs, and 

community involvement are important to achieve health goals 

Success enhanced by positioning the community at the core of identifying 

needs and developing programmes to deliver rehabilitation services 
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As part of the study to elucidate the guidelines, models, and protocols used within the South 

African context, Objective 2 sought to determine the rehabilitation services currently provided 

at the PHC level in the Johannesburg Metropolitan District, and these are discussed next. 

Objective 2: To determine the rehabilitation services currently provided at PHC level in 

the Johannesburg Metropolitan District, Gauteng, South Africa (Phase 2) 

In this study, Objective 2 addressed the dimensions of reach, adoption, implementation, and 

maintenance of the RE-AIM Framework (see Figure 9.6). Reach refers to the extent to which 

the target population participates in an intervention. In the context of this study, reach refers 

specifically to rehabilitation service coverage, which is defined as the number of people in need 

of rehabilitation services who access those services.88 The adoption dimension considered the 

settings where interventions are delivered, in addition to the organisation of services, and more 

specifically, the proportion of facilities offering rehabilitation services in the Johannesburg 

Metropolitan District. Implementation looked at how rehabilitation services are delivered, and 

the rehabilitation personnel involved. The findings were categorised under maintenance and 

related to the sustainability and institutionalisation of rehabilitation services over time and the 

long-term effects of the services.128 Reach, adoption, implementation, and maintenance were 

determined within the rehabilitation services currently provided at the PHC level in the 

Johannesburg Metropolitan District through a retrospective review of rehabilitation patient 

records and in-depth interviews with rehabilitation service providers in the nine PHC facilities 

offering rehabilitation services in the district (Table 9.2). 
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Table 9.2 Alignment of study findings from Phase 2 (Objective 2) in relation to study aim and RE-AIM Framework 

PHASE 2: REHABILITATION SERVICE PROFILE 
Objective 2: To determine the rehabilitation services currently provided at PHC level in the Johannesburg Metropolitan District, Gauteng, South Africa  

RE-AIM Dimension: 

Reach: The proportion of the target population that participated in the intervention and the number of people that need rehabilitation services who access them 

Adoption: The settings where interventions are delivered, to include multiple levels of delivery agents and contexts, in addition to organisations 

Implementation 

Maintenance: Long-term sustainment of rehabilitation services in a dynamic context 

Record-keeping practices: Implementation 

 

• Number of records varied across the clinics because of differences in the availability of records 

• Completeness of information varied 

• Distribution of records: Lenasia CHC had the highest availability, and Hillbrow CHC the lowest 

Profile/sociodemographic characteristics of 

rehabilitation service users: Reach & 

Implementation 

• Age: Most clients fell into age groups <5 years and 30–49 years 

• Older patients were the smallest part of the sample 

• Type of impairments: Neuromusculoskeletal and movement-related functions were most common, followed by mental 

function impairments 

• Referral sources: Most were down referrals from 2° and 3° hospitals 

• Other referral sources: NGOs, private doctors, and other PHC-level services 

• Discontinued therapy: Discharges, most clients lost to follow-up, others were referred elsewhere or discharged from service 

• Number and types of visits: Clinic visits were the largest number, some home visits, and some outreach visits 

Rehabilitation services received: Reach & 

Implementation 

 

• Occupational therapists and physiotherapists most commonly provided rehabilitation services; audiology provided the least 

• Most clients received at least one individual or group session from all rehabilitation services. 

Rehabilitation received per discipline by 

disability: Reach, Implementation & Adoption 

 

• Clients with mental health function disabilities predominantly seen by occupational therapists 

• Physiotherapists and speech-language therapists worked primarily with neuromusculoskeletal and movement-related 

function disabilities 

• Audiologists saw a higher proportion of clients with sensory function and pain related disabilities 

Rehabilitation received per discipline by age: 

Reach & Implementation 

• Younger age groups (children and adolescents) received occupational therapy and speech-language therapy 

• Young, middle, and older adults received physiotherapy and audio 
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Table 9.2 Alignment of study findings from Phase 2 (Objective 2) in relation to study aim and RE-AIM Framework continued 

PHASE 2: REHABILITATION SERVICE PROFILE 

Rehabilitation services are not what they should 

be: Implementation & Adoption 

 

• Suboptimal and underdeveloped 

• Services lack comprehensiveness 

• Do not align with macro-level health and PHC policies/guidelines of access, equity, availability 

• Organised based on vertical programmes: Focus on specific patient diagnoses>>>fragmented physical and mental health 

services 

• Operational level (clinical management) and siloed approach to management (poor policy implementation of comprehensive 

services) 

• Disconnect between hospital referrals and available resources in PHC 

• Disparity in service availability, including HR affects continuum of care 

• Clinic model prevailed in the CHCs 

• Mini-hospital structure 

• Deeply ingrained in institutional-based medical practice patterns and culture 

• Acute phase of care for patients seen in CHCs 

• Rehabilitation services are inadvertently confined to CHC rather than out in the community. 

Despite the challenges, service delivery continues: 

Implementation & Adoption 

 

• Rehabilitation personnel acknowledge challenges but remain optimistic and committed to service delivery 

• Employ various strategies to mitigate these difficulties 

• Adapted outreach 

• Collaborate with other sectors>>> intersectoral collaboration 

• Health promotion and prevention 

• Self-management: Embodies health promotion where service users are the masters and drivers of their healthcare 

• Self-management: Compatible with rehabilitation philosophy, optimises independence, productivity, and health, and 

promotes social and economic life choices 

• Self-management: Alleviates demand on service delivery due to high patient volumes, strengthens transdisciplinary working 

Cooperation between PHC, secondary- and tertiary-level hospitals is a positive step 

• Barriers to integrated service delivery: Lack of definition, awareness, and recognition of the role of each professional within 

a Multidisciplinary Team 

• Integrated rehabilitation services based on conceptual models that recognise that each profession has a role to play in the 

rehabilitation process 

• Awareness building and relationship building initiatives: Fundamental to fostering interprofessional trust, health workforce 

efficiency, and meso-level professional and organisation integration 
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Table 9.2 Alignment of study findings from Phase 2 (Objective 2) in relation to study aim and RE-AIM Framework continued 

PHASE 2: REHABILITATION SERVICE PROFILE 

Barriers to integrated rehabilitation services: 

Implementation 

 

• Flawed system: Inadequacy of referral system, patients get lost in the system 

• Gap in referral services between levels of care: Services available at the one quaternary and four academic hospitals, then 

hardly any district hospital services, followed by services at the PHC level in Gauteng 

• Shortage of human resources in PHC clinics: Inconsistencies where tertiary and rehabilitation hospitals receive preferential 

allocation of staff posts 

• Disparities in the allocation of rehabilitation posts across different regions>>>variations in services offered at each clinic, 

affecting the accessibility of services for clients throughout the metro 

• Inadequate infrastructure: Practice spaces, resources within those spaces, and transportation for outreach activities such as 

home visits 

• Limited capacity to effect change and improve this situation despite multiple attempts to do so 

• Limited understanding of policy and the overall lack of policy implementation 

• Financial systems affecting procurement processes: Long waiting times for goods to be procured and inadequate budgets 

Facilitators to integrated rehabilitation services: 

Implementation 

• Proactive and creative attitudes among rehabilitation personnel: Fostered collaborative team dynamic and encouraged 

innovative thinking 

• Developing a range of specific skills in clinical practice within PHC: All understood their environment and context 

• Interprofessional relationships within an interdisciplinary team: Common understanding of role and benefits of 

rehabilitation experienced as positive and rewarding “being known and understood” 

• Golden moments of the job: Positive feedback, appreciation and satisfaction with services from clients>>>motivation to 

persevere irrespective of barriers and challenges 

Future directions/fit for integrated rehabilitation 

services: Implementation & Maintenance 

• Better visibility and presence in the district 

• Establishing partnerships with both public and private service providers 

• Close engagement with the local community 

• Partnerships offer access to valuable resources that can support rehabilitation efforts 

• Employing more discipline-specific mid-level workers 

• Student training and preparing community service therapists for PHC work 
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An assessment of the findings from Objective 2 against the RE-AIM Framework dimensions 

revealed the rehabilitation services that have been implemented, and the gaps, difficulties, 

strengths, and weaknesses of the prevailing service. Examples of issues that were revealed 

include the variations in the record-keeping practices in PHC facilities, inadequate recording of 

most clients' referral sources, and the absence of documented discharge information which 

represents a substantial data gap in the integration of patient care. The inconsistencies in record 

keeping pose a challenge for management. When information is not uniformly captured across 

primary health care (PHC) facilities, it complicates the monitoring and evaluation of services. 

Rehabilitation record data is important to enable service planning and delivery in the process 

of integrating rehabilitation.129  

The reach and implementation dimensions were demonstrated in the profile and 

sociodemographic characteristics of the rehabilitation service users, the rehabilitation services 

received by users, and the rehabilitation services offered by the different disciplines. 

Understanding the services that are delivered, how they are delivered, and to whom they are 

delivered is important for integrated service delivery because it enables an assessment of 

whether those who require rehabilitation services can access them130 and be maintained in those 

services by continuing to use them when they need to and not be lost to follow-up.131 Inadequate 

rehabilitation service reach is a common problem in LMICs. In China, only 13.9% of the 

population in need of rehabilitation can take advantage of rehabilitation services.132 The 

rehabilitation services received per discipline according to disability demonstrated reach, 

implementation, and adoption. Knowledge of the disabilities seen by the various rehabilitation 

disciplines enables the development of appropriate interventions, the enactment of important 

operational research, and effective rehabilitation service delivery that contributes towards 

patient satisfaction and health outcomes. 

The implementation and adoption dimensions of the RE-AIM Framework were illustrated in 

the suboptimal and underdeveloped rehabilitation services shown in the study findings. An 

example of some of the gaps, as shown the Table 9.2, is the way rehabilitation services are 

deeply ingrained in institutional-based medical practice patterns and culture, inadvertently 

resulting in rehabilitation services being confined within CHC rather than a mix that 

incorporates the community. Disparities in the allocation of rehabilitation posts across different 

regions in the district result in variations in services offered at each CHC. Maldistribution of 

staff affects the accessibility of services for clients throughout the district, which is not peculiar 

to South Africa. In India, shortages and maldistribution of rehabilitation personnel were also 

found.133 A multidisciplinary rehabilitation workforce within a health system is essential to 



147 

meet the comprehensive rehabilitation needs of the population, which is an integral component 

of integrated healthcare services.42 

An important aspect of implementation is the perspectives of the service users, which were 

explored in Objective 3 and described the following subsection. 

Objective 3: To explore the experiences of rehabilitation service users at PHC level in the 

Johannesburg Metropolitan District, Gauteng, South Africa 

Objective 3 in this study is aligned with the effectiveness and implementation dimensions of 

the RE-AIM Framework. Effectiveness describes the impact of an intervention or program on 

important outcomes, including potential positive and negative effects, quality of life, and 

economic outcomes.88 In this study, effectiveness evaluated the level of satisfaction with 

rehabilitation services among service users, and the rehabilitation outcomes achieved through 

users’ experiences of rehabilitation services, perceived effect through self-rated levels of 

independence in different domains of activities and participation before and after rehabilitation, 

feelings about oneself, and quality of life (Table 9.3). Therefore, in this study, effectiveness 

was not limited to empirical and functional outcome data but included the softer emotional 

aspects of satisfaction and being valued. 

The findings from Objective 3 were tested against the RE-AIM Framework and revealed the 

positive effectiveness and implementation of rehabilitation services. Positive service-user 

experiences were depicted by overall satisfaction and high ratings of rehabilitation services. 

The satisfaction was attributed to several factors, including the professional conduct of 

rehabilitation personnel, active service-user involvement in the rehabilitation process, efficient 

organisation of services, enhanced accessibility, and significant functional improvements. 

Significant improvements in functional performance and activity participation among adults 

and children in this study validated the effectiveness of the rehabilitation interventions.134 

Demonstrating the effectiveness of rehabilitation services through patient satisfaction is a useful 

outcome for lobbying, obtaining resources, and influencing policy directives in an integrated 

rehabilitation service model. 
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Table 9.3 Alignment of study findings from Phase 3 (Objective 3) in relation to study aim and RE-AIM Framework 

PHASE 3: THE REHABILITATION SERVICE-USER EXPERIENCE 

Objective 3: To explore the experiences of rehabilitation service users at PHC level in the Johannesburg Metropolitan District, Gauteng, South Africa  

RE-AIM dimensions: 

Effectiveness 

Implementation 

Rehabilitation service users’ perceived experiences 

of rehabilitation services: Effectiveness & 

Implementation 

 

Overall satisfaction of service users with rehabilitation services received in Joburg Metro 

• Considered rehabilitation services to have substantial positive impact and rated them highly 

• Necessary for treatment compliance and positive patient perceptions 

 

Service provider actions: Actions of rehabilitation personnel 

• Attentive care and actions of rehabilitation personnel 

• Addressing participants as individuals rather than patients: Feel respected and valued 

• Patient-centred approach:  

o Translates to their opinions being considered when addressing their care needs 

o Ensures active involvement and fosters a sense of being genuinely cared for and supported 

• Strong patient-provider relations (interpersonal relationships) and trust between service providers and patients 

results in a sense of empowerment and active involvement in the rehab process 

• Attentive listening is important for effective therapeutic relationships in rehabilitation 

• Trust between providers and patients is essential in fostering collaborative patient-provider interactions 

• Emotional impact of how rehabilitation personnel make service users feel throughout the rehabilitation process 

• Effective communication established between patients and rehabilitation personnel 

• Providing patients with access to relevant information and explaining treatment options 

• Cultural competence: An important component of effective therapeutic relationships 

 

Service-user actions: Their active involvement in the process 

• Active patient engagement: Correlates with better outcomes, facilitates more patient control, reciprocal sharing 

of emotional responses, increased exchange of information 

• Ensure perspectives of service users shape decisions regarding rehabilitation service delivery >>>more tailored 

services contextually responsive to individual needs 

 

Organisation of service: Streamlined services 

• Service access: Improved accessibility 

• Convenience of accessing multiple rehabilitation services on same day>>>reduces transportation costs, 

minimises disruptions to their daily lives 

• Successful rehabilitation outcomes attainable even when multiple therapists involved in the patient’s care, 

provided that consistent, high-quality care is upheld 
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• Trust that rehabilitation services will meet their expectations>>>more likely to participate 

• No concerns regarding service continuity; instead, frequent interactions with different therapists, yet continue 

to receive high-quality care 

 

Service outcomes: Notable functional improvements 

• Positive improvements in functional performance and activity participation: validated effectiveness of 

rehabilitation interventions 

• Trust extends beyond the physical safety conditions of the environment involves skill and knowledge of 

service providers delivering the care 

• Instil confidence in vulnerable clients that they are in capable hands 

Changes in participation and quality of life from 

service users’ perspectives: Effectiveness  

 

• Both adult and child participants experienced statistically significant improvements in activity participation in 

specific domains 

 

• Adults: Improvements in domains of self-care and mobility 

o Over 50% achieved full independence in self-care, while others still required some assistance, which reduced 

the burden of care 

o Improved mobility within their homes and yards 

o Positive changes reflect the impact of rehabilitation services on functional abilities and overall satisfaction 

with their participation 

• Children: Improvements in self-care and mobility 

o Age-appropriate assistance is required to enable improved participation in daily activities 

o Notable improvements in communication facilitate socialisation within family, community, and school 

attendance 

 

• Domains that did not show statistically significant positive changes 

o Adults: Domestic life, community, social and civic life, and major life areas related to work 

o Children: Play, recreation and leisure, and school/education 

 

Recommendations 

• Providing rehabilitation for these activities requires a more comprehensive approach, and considering the 

specific environment in which they occur 

• Addressing these activities may involve incorporating other service delivery models, e.g. outreach through 

home visits and task shifting 

• Important to understand the perception of service users to evaluate the outcomes of rehabilitation services 

realistically 

• Consider a person-centred approach: User-friendly, not influenced by power dynamics 

• Assessment tool must be tailored to the specific population being assessed 

• Consider caregivers’ feelings and quality of life in relation to caring for their family members and the impact 

of rehabilitation on them 
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Softer and personal factors contributed to the positive service-user experience, such as the 

emotional impact of how rehabilitation personnel make service users feel throughout the 

rehabilitation process, being seen and valued as a person, and the noticeable cultural 

competence displayed by the rehabilitation personnel. Valuing service users demonstrated by 

rehabilitation personnel is the essence of person-centred care because it places the user at the 

heart of service delivery, which is important to an integrated service delivery model. Effective 

communication within a person-centred approach is instrumental in ensuring active service-

user engagement, which in turn is important for intervention compliance and positive service-

user perceptions.135 Furthermore, positive service-user experiences are important for 

community participation in rehabilitation service delivery and planning and are key contributors 

to integrated service delivery in PHC. Patient satisfaction is the most important indicator of 

quality of care, and is considered an outcome of integrated healthcare services.136 

Following the consensus that the outcomes of Step 1 were successfully met by mapping the 

study’s findings in relation to the three objectives, as well as their classification by the 

dimensions of the RE-AIM Framework, the progression to the second step of the process for 

the development of a PHC rehabilitation integration framework (as depicted in Figure 9.3) was 

initiated. This next step entailed the systematic categorisation of the data to identify factors 

influencing service delivery. 

9.3.2.2 Step 2: Categorising the selected data 

 

Figure 9.7 Step 2: Categorising the selected data 

Using a descriptive deductive approach, Step 2, as shown in Figure 9.7, further categorised the 

findings from Step 1 by grouping them according to the WHO Health System Building 

Blocks91. The health system building blocks represent key health system elements, namely 

medical products and technology, leadership and governance, service delivery, information 

systems, health workforce, and financing. The WHO Building Blocks Framework is valuable 

because of its simplicity and ability to provide a common language and shared understanding.137 

The framework was applied to rehabilitation concepts to categorise the study findings and 
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outline the essential attributes and capacities necessary for effective rehabilitation service 

integration in PHC. 

Each set of results was evaluated against its alignment with the definition of each of the six 

WHO Health System Building Blocks specific to rehabilitation services. In this study, the 

findings categorised under medical products and technology included all aspects related to 

assistive devices in rehabilitation service delivery. The leadership and governance category 

included study findings that spoke to existing laws, policies, plans, and strategies specific to 

rehabilitation services. Service delivery was categorised according to the service delivery 

models for rehabilitation interventions, including those that identify best practices and barriers 

to effective service delivery. The information systems category included any study findings that 

aligned with health information systems and record-keeping practices with respect to 

rehabilitation and the availability and use of data, including activity participation data and 

rehabilitation outcomes data. Therefore, the outcome of Step 2 was the further categorisation 

of the study findings from Phases 1–3 ( scoping review, service provider perspectives, record 

review, and service user perspectives) according to the health system building blocks. These 

outcomes are shown in Table 9.4. 

Medical products and technology in the Johannesburg Metropolitan District were characterised 

by inefficient procurement processes and considerable budgetary constraints in allocating 

sufficient funds for assistive devices. Poor procurement processes threaten the integration of 

rehabilitation services because it significantly impedes the prompt distribution of vital devices 

to the PHC facilities, leading to prolonged waiting times that delay patients’ access to essential 

assistive devices, such as wheelchairs. Consequently, service inaccessibility impacts long-term 

patient outcomes. 

The leadership and governance category included a lack of coherence between provincial and 

district policies. This lack of coherence coupled with ambiguity in the operational frameworks 

of the provincially funded NGOs highlight a need for better alignment and synergy across health 

sectors and between governmental and nongovernmental entities.138 Policy ignorance among 

key stakeholders, including rehabilitation personnel and service users; the absence of a common 

directorate for mental health and physical rehabilitation; and the insufficient involvement of 

rehabilitation services in PHC reengineering efforts underscore the necessity for integrated 

governance, enhanced policy implementation, and increased public awareness.118 
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Table 9.4 Categorising findings from Phases1–3 (Objective 1–3) according to WHO Health System Building Blocks91 

Influencing factors: WHO Health 

Systems Building Blocks (WHO)91 
Summary of findings from Phases 1- 3 (Objectives 1- 3) 

Medical products and technology 

• Poor procurement processes for assistive devices 

• Waiting list for assistive devices 

• Inadequate budgets for assistive devices 

Leadership & governance 

• Provincial versus district policies 

• Working model of auditing provincially funded NGOs 

• Alignment and congruence between health and other governmental sectors 

• Lack of policy knowledge by stakeholders 

• Separate directorate for mental health and rehabilitation 

• No involvement of rehabilitation services in PHC reengineering streams 

• No intersection between rehabilitation and PHC reengineering streams  

 

 

 

 

 

 

 

 

 

 

 

 

 

Service delivery 

 

 

 

 

 

 

 

 

 

 

 

• Service organisation and responsiveness 

o Services respond to service-user needs according to the most prevalent services, i.e. medical services 

o Condition: Specific vertical services (medical model) 

o Mini-hospital structure with a focus on acute patients results in early discharge from hospitals to PHC facilities 

o Rehabilitation not included in architectural design of PHC facilities: Lack of rehabilitation treatment space at clinics 

o Disconnect in the referral pathway 

o Service organisation through an appointment system: No capacity for walk-ins  

o Multiple points of service, e.g. medication collected at the tertiary-level, rehabilitation accessed at the primary level 

o Type of work undertaken with NGO is mainly regulatory instead of health promotion and prevention 

 

• Service delivery guidelines, models, and protocols in use 

o Integration of rehabilitation services and access is a challenge in the clinic model 

o High evidence for telehealth: Overcomes geographical boundaries and the need for travel 

o Shared care model suggested in both the outreach and clinic model through task shifting and task sharing 

o Self-management increased empowerment of patients and community in ownership of their help and wellbeing 

o CBR model success is enhanced by positioning the community at the core of identifying needs and developing 

programmes to deliver rehabilitation services 

o Implementation of service delivery protocols is facilitated by team involvement and increased protocol acceptability in 

practice 

o Non-adherence to service guidelines remains the biggest threat to rehabilitation service integration 

 

• Intersectoral collaboration and relationship building 

o Intersectoral collaboration taking place to an extent through campaigns with the Department of Sport and Recreation 

and Department of Social Development 

o Interpersonal relationship building within and between stakeholders 
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Influencing factors: WHO Health 

Systems Building Blocks (WHO)91 
Summary of findings from Phases 1- 3 (Objectives 1- 3) 

 

 

 

 

 

 

 

 

Service delivery 

o Inadequate liaison between community and health sector impacting rehabilitation service delivery 

o Role clarification between the Department of Education and the Department of Health 

o Mental health services less developed; physical rehabilitation services well developed 

o Lack of consistent and standardised record-keeping across PHC facilities 

o Delays and long waiting lists for assistive devices 

o Lack of transport for community-based services, e.g. home visits 

 

• Rehabilitation effect and outcomes 

o Need to understand the profile (demographic characteristics) of rehabilitation service users 

o Positive functional outcomes reported in adults and children 

 

• Patient-provider relations are important for service delivery 

o Patient access to all necessary rehabilitation services in one day 

o Positive patient experiences: Compliant service users who are happy with the outcome of rehabilitation services 

o Personal sacrifice from patients to ensure access to rehabilitation services, e.g. sacrifice of food to enable adequate 

transport money 

Information systems 

• Lack of computers and information technology devices to enable service delivery 

• Inconsistent and non-standardised record-keeping practices across PHC facilities 

• Paper-based patient records 

Health workforce 

• Misdistribution of rehabilitation personnel across the levels of care and across the PHC facilities 

• Non-retention of rehabilitation personnel at the PHC level: 

o Lack of posts 

o International migration 

o Internal migration from the public sector to the private sector 

• Low rehabilitation personnel-to-patient ratio 

• Misdistribution of different rehabilitation disciplines in PHC facilities 

• Lack of appropriate rehabilitation personnel: Young, inexperienced practitioners in PHC facilities 

• Higher number of occupational therapists and physiotherapists than speech-language therapist and audiologists at the various 

CHCs 

• Different managerial structures across the metropolitan districts in the province with different reporting lines 

Financing 
• Source of funding between province and municipality 

• Poor procurement processes: Ordering of assistive devices is a lengthy process that often results in delays 
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In the service delivery building block, the organisation of services within the CHCs aligns 

predominantly with the prevalent medical model, which prioritises acute medical services and 

condition-specific vertical services.139 Furthermore, service accessibility challenges are present 

in the noticeable disconnect in the referral pathway for rehabilitation services, which is further 

complicated by an appointment system used by rehabilitation personnel that cannot 

accommodate walk-in patients. Rehabilitation services could be well integrated into PHC with 

effective referral pathways.118 While there is some degree of intersectoral collaboration with 

other public departments like the Department of Sport and Recreation and the Department of 

Social Development, the nature of the collaboration primarily focuses on campaigns rather than 

long-term service integration. Intersectoral collaboration is important for integrated 

rehabilitation services in PHC in order to address the social determinants of health.118 

The ability of service users to access all required rehabilitation services in a single visit 

markedly improves service efficiency, user satisfaction, and the integration of service delivery. 

It is important to acknowledge that service users often endure significant personal sacrifices, 

such as skipping meals, to afford transportation to access rehabilitation services. This 

underscores the difficulties in accessing services and the necessity for comprehensive support 

systems. Such support encompasses the coordination of appointments with other medical 

follow-up services.140 Therefore, using more effective multi-, inter- and transdisciplinary 

approaches is important for integrated rehabilitation service delivery in PHC. The findings from 

the previous phases of this study highlighted the value service users place on their rehabilitation 

in their pursuit of positive rehabilitation outcomes. An integrated, person-centred service should 

aim to reduce the need for these sacrifices, or at the very least, ensure they are not made in vain. 

The information systems category of the WHO Building Blocks Framework captured 

significant operational challenges due to a notable deficiency in essential information 

technology infrastructure at the PHC facilities and the adherence to outdated record-keeping 

practices. The paper record is a poor tool for integrated patient care delivery, and a move 

towards electronic health records that integrate patient information across care settings and care 

episodes as a lifelong record is required.138,141 

The health workforce component integrates findings from the preceding three phases 

concerning rehabilitation staff in CHCs, and unveiled intricate staffing challenges that impede 

the delivery of integrated services. There is a significant disparity in the distribution of 

rehabilitation personnel across various levels of care and even within PHC facilities 

themselves.142 This uneven allocation results in the unavailability of certain rehabilitation 

services at some PHC facilities, which jeopardises the integration of services. 
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After categorising the service delivery influencing factors according to the WHO Health System 

Building Blocks, it was necessary to explore their effect on integrated rehabilitation services in 

PHC at the macro, meso and micro levels, as discussed in Step 3. 

9.3.2.3 Step 3: Identifying and naming concepts 

 

Figure 9.8 Step 3: Identifying and naming concepts 

In this third step of developing a rehabilitation integration framework (Figure 9.8), the data 

from the previous three phases that were mapped according to the study objectives and the RE-

AIM Framework (Step 1) and categorised as influencing factors according to the WHO Health 

System Building Blocks (step 2) were further analysed and categorised. The secondary 

categorising process was deductive, and specifically considered the factors that influence 

rehabilitation service delivery at macro, meso, and micro levels, as illustrated in Table 9.5. 

Macro-, meso- and micro-level categorisation was used to determine how to integrate 

rehabilitation services in PHC because there is need to evaluate the interconnections between 

influencing factors across different organisational levels.143 Describing the study findings at 

multiple levels led to a comprehensive description that can guide implementation at each 

level.135 

The criteria applied for categorising the study findings at the macro level included a focus on 

the provincial and district policy framework shaping integrated rehabilitation service delivery. 

This included the alignment between health and other governmental sectors as influenced by 

laws such as the NHI Bill, reengineering of PHC and the FSDR.37,38 The meso level 

encompassed professional and organisational aspects of rehabilitation service delivery, such as 

coordinating services across different disciplines and within or between organisations. The 

micro level pertains to factors affecting clinical integration in the delivery of rehabilitation 

services to individual patients and communities.2,92 Therefore, the outcome of Step 3 was 

categorising the findings according to the health system building blocks and their influence at 

a macro, meso and micro level, as shown in Table 9.5. 
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Table 9.5 Categorising findings from Phases 1–3 according to the WHO Health System Building Blocks91 at a macro, meso and micro level 

Influencing factors: 

WHO Health Systems 

Building Blocks 

(WHO)91 

Macro level Meso level Micro level 

Medical products and 

technology 
• Inadequate budgets for assistive devices 

• Poor procurement processes for assistive 

devices  
• Waiting list for assistive devices 

Leadership and 

governance 

• Provincial versus district policies 

• Working model with auditing of 

provincially funded NGOs 

• Alignment and congruence between health 

and other governmental sectors 

• Lack of policy knowledge by stakeholders 

• No involvement from rehabilitation 

services in PHC reengineering streams 

• No intersection between rehabilitation and 

PHC reengineering streams 

• Separate directorate for mental health and 

rehabilitation 

• Lack of formal working procedure or 

involvement in PHC reengineering streams 

Service delivery 
• Services respond to service-user needs 

according to the most prevalent services, 

i.e. medical services 

• Rehabilitation not included in architectural 

design of PHC facilities 

• Focus on acute level of care results in early 

discharge from hospitals to PHC facilities 

• Disconnect in referral pipeline 

• Service organisation through an 

appointment system: No capacity for walk-

ins  

• Intersectoral collaboration taking place to 

an extent through campaigns with the 

Department of Sport and Recreation and 

the Department of Social Development 

• Patient-provider relations building within 

and between stakeholders 

 

• Positive functional outcomes in adults and 

children 

• Mental health services less developed; 

physical rehabilitation services well 

developed 

• Lack of rehabilitation treatment space 

• Type of work undertaken by NGOs is 

mainly regulatory instead of health 

promotion and prevention 

• Mini-hospital structure with a focus on 

acute patients 

• Role clarification between the Department 

of Education and the Department of Health 

• Lack of consistent and standardised record-

keeping across PHC facilities 

• Delays and long waiting lists for assistive 

devices 

• Lack of transport for community-based 

services, e.g. home visits 

• Inadequate liaison between community and 

health sector impacting rehabilitation 

service delivery 
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Table 9.5 Categorising findings from Phases 1–3 according to the WHO Health System Building Blocks91 at a macro, meso and micro level 

continued 

Influencing factors: 

WHO Health Systems 

Building Blocks 

(WHO)91 

Macro level Meso level Micro level 

Service delivery 
• Services respond to service-user needs 

according to the most prevalent services, 

i.e. medical services 

• Condition: Specific vertical services 

• Multiple points of service, e.g. medication 

collected at the tertiary-level, rehabilitation 

accessed at the primary level 

• Patient-provider relations are important for 

service delivery 

• Provision of condition: Specific vertical 

services 

• Patient access to all necessary rehabilitation 

services in one day 

• Positive patient experiences: Compliant 

service users who are happy with the 

outcome of rehabilitation services 

• Personal sacrifice from patients to ensure 

access to rehabilitation services, e.g. 

sacrificing food to have adequate transport 

money 

• Need to understand the profile 

(demographic characteristics) of 

rehabilitation service users 

• Integration of rehabilitation services and 

access is a challenge in the clinic model 

• High evidence for telehealth: Overcomes 

geographical boundaries and the need for 

travel 

• Shared care model suggested in both the 

outreach and clinic model through task 

shifting and task sharing 

• Self-management increased empowerment 

of patients and community in ownership of 

their help and wellbeing 

•  

 



158 

Table 9.5 Categorising findings from Phases 1–3 according to the WHO Health System Building Blocks91 at a macro, meso and micro level 

continued 

Influencing factors: 

WHO Health Systems 

Building Blocks 

(WHO)91 

Macro level Meso level Micro level 

Service delivery   

• CBR model success is enhanced by 

positioning the community at the core of 

identifying needs and developing 

programmes to deliver rehabilitation 

services 

• Implementation of service delivery 

protocols is facilitated by team involvement 

and increased protocol acceptability in 

practice 

• Non-adherence to service guidelines 

remains the biggest threat to rehabilitation 

service integration 

Information systems  
• Lack of computers and information 

technology devices to enable service 

delivery  

• Inconsistent and non-standardised record-

keeping practices across PHC facilities 

• All paper-based records and not electronic 

Health workforce 

• Misdistribution of rehabilitation personnel 

across the levels of care and across the PHC 

facilities 

• Non-retention of rehabilitation personnel at 

the PHC level: 

o Lack of posts 

o International migration 

o Internal migration from the public 

sector to the private sector 

• Low rehabilitation personnel-to-patient 

ratio 

• Misdistribution of different rehabilitation 

disciplines in PHC facilities 

• Lack of appropriate rehabilitation 

personnel: Young, inexperienced 

practitioners in PHC facilities 

• Different managerial structures across the 

various metropolitan districts in Gauteng 

province with different reporting lines 

• Higher number of occupational therapists 

and physiotherapist than speech-language 

therapists and audiologists at the various 

PHC facilities 

Financing 
• Source of funding between the province 

and districts in funding the CHCs and the 

clinics 

 
• Poor procurement processes: Ordering of 

assistive devices is a lengthy process that 

often results in delays 
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Categorising the study findings from the previous three phases within the health system 

building blocks according to macro, meso, and micro levels (Table 9.5) revealed that numerous 

factors that affect the integration of rehabilitation services are widespread across all three levels, 

requiring solutions at all levels to integrate rehabilitation in PHC.135 For example, deficient 

meso-level procurement processes and budgets for assistive devices hinder the timely provision 

of essential aids to the PHC facilities, resulting in long waiting lists for these devices and 

delaying patient recovery, patient access, and service delivery at the micro level. Implementing 

more efficient financial and payment structures, including rehabilitation, can help overcome 

these barriers and enable integrated service delivery. 144 

Similarly, meso-level lack of capacity to provide and maintain computers, network and data 

connectivity, and information technology devices and inconsistent, non-standardised, and 

outdated record-keeping practices at the micro level highlight the need for improved 

information systems. In order to move towards electronic records, as proposed in Step 2, it is 

necessary to have computers and infrastructure to support the technology.141 Therefore, 

enhancing information technology requires improvements at both the meso and micro levels to 

facilitate integrated service delivery, patient tracking, and outcome measurement.51 

In the leadership and governance block, discrepancies at the macro level between provincial 

and district policies manifest at the meso level as a division between the Directorate for Mental 

Health and the Directorate for Physical Rehabilitation Services. At the micro level, this 

discrepancy leads to a division between mental health and physical rehabilitation services, with 

mental health services being underdeveloped compared to well-established physical 

rehabilitation services. Such fragmented service delivery starkly contrasts with the objective of 

achieving integrated services. 

The service delivery category of the WHO Health System Building Blocks framework faces 

challenges at both the macro and meso levels because rehabilitation services are not prioritised 

within a curative medical perspective, and architectural designs of PHC facilities exclude 

rehabilitation treatment spaces. The lack of priority given to rehabilitation services in the 

healthcare system and structural design considerations are a barrier to the delivery of integrated 

rehabilitation services.145 

Health workforce challenges at the macro level include the non-retention of rehabilitation 

personnel at the PHC level because of a lack of posts, international migration, and internal 

migration from the public sector to the private sector.146 At the micro level, we see a low 

rehabilitation personnel-to-patient ratio. These issues can only be address by implementing 
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strategies to improve workforce planning and retention, and the distribution of skilled personnel 

across the healthcare system.147 

Overall, the challenges presented in Step 3 according to the macro-, meso-, and micro-level 

health system building blocks necessitate a multifaceted approach that includes policy reform, 

improved governance and leadership, enhanced service delivery models, investment in 

information systems and technology, strategic workforce development, and better financing 

mechanisms. However, the complexities inherent in integrated rehabilitation services requires 

a more holistic response.148 The WHO Building Blocks Framework (Step 2) facilitated the 

organisation of the research findings by ensuring the comprehensive coverage of all crucial 

health system influencing factors and functions. The framework is primarily used to direct the 

distribution of resources within healthcare systems, and is therefore constructed based on a 

supply-orientated model that prioritises certain aspects of service provision while largely 

disregarding demand-side factors and social mobilisation endeavours such as community 

involvement, which are important in LMICs such as South Africa.137 A more holistic approach 

acknowledges the interconnected nature of the health system components and is emphasised in 

the WHO Framework on Integrated People-centred Health Services.121 Such an approach is 

essential for creating a more integrated, effective, and people-centred rehabilitation service 

within PHC and constitutes the foundation of Step 4, which was the next step in the 

development of a framework to integrate rehabilitation in PHC. 

9.3.2.4 Step 4: Deconstruction and categorisation of concepts 

 

Figure 9.9 Step 4: Deconstruction and categorisation of concepts 

In Step 4, the identified macro-, meso-, and micro-level service delivery influencing factors 

from Step 3 were further deductively coded and categorised through constant comparison and 

deductive reasoning (Figure 9.9).149 While the WHO Building Blocks were valuable in 

providing a common language and shared understanding for categorising the findings in Step 

2, the building blocks did not provide the necessary framework for this step to proof what was 
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needed to holistically evaluate the integration of rehabilitation services in PHC. The building 

blocks are not suitable for analysing the impact of dynamic, complex, and interlinked systems. 

The mechanical segmentation of influencing factors by the WHO Building Blocks, without 

recognition of their interactions, hinders the understanding of their impact on integrated 

rehabilitation service delivery in PHC.137 

Therefore, the WHO Framework on Integrated People-centred Health Services121 was used to 

organise the findings further to enable them to ultimately be transposed into a framework for 

integrating rehabilitation services in PHC at a district level in Gauteng. The WHO Framework 

on Integrated People-centred Health Services122 outlines five key interconnected strategies for 

enhancing services, which were fundamental in guiding the development of the rehabilitation 

PHC integration framework proposed in this study. The five strategies are coordinating services 

within and across sectors, reorienting the model of care, creating an enabling environment, 

strengthening governance and accountability, and engaging and empowering communities. 

Each strategy contributes to a comprehensive approach by addressing various health service 

delivery and system design aspects to optimise integrated people-centred healthcare. The 

interconnected nature of the strategies resulted in the influencing factors often falling into more 

than one category. The outcome of Step 4 is the macro-, meso-, and micro-level influencing 

factors for integrated rehabilitation services categorised according to the WHO Framework on 

Integrated People-centred Health Services as depicted in Table 9.6. 
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Table 9.6 Macro-, meso-, and micro-level influencing factors to integrated rehabilitation services categorised according to the WHO Framework 

on Integrated People-centred Health Services122 

WHO Framework on 

Integrated People-centred 

Health Services116 

Macro level Meso level Micro level 

Coordinating services within 

and across sectors 

Leadership and governance 

• No involvement of rehabilitation services 

in PHC reengineering streams 

• No intersection between rehabilitation 

and PHC reengineering streams 

• Lack of formal working procedure or 

involvement in PHC reengineering 

streams 

Service delivery 

 

• Disconnect in referral pipeline 

• Intersectoral collaboration taking place 

to an extent through campaigns with the 

Department of Sport and Recreation and 

the Department of Social Development 

• Patient-provider relations building within 

and between stakeholders 

• Multiple points of service, e.g. 

medication collected at the tertiary-level, 

rehabilitation accessed at the primary 

level 

• Inconsistent and standardised record 

keeping across PHC facilities 

Reorienting the model of care 

Medical products and technology 

  • Long waiting list for assistive devices 

Leadership and governance 

• Working model with provincially funded 

NGOs 

• No involvement of rehabilitation services 

in PHC reengineering streams 

• No intersection between rehabilitation 

and PHC reengineering streams 

• No formal working procedure or 

involvement in PHC reengineering 

streams 
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Table 9.6 Macro-, meso-, and micro-level influencing factors to integrated rehabilitation services categorised according to the WHO Framework 

on Integrated People-centred Health Services122 continued 

WHO Framework on 

Integrated People-centred 

Health Services116 

Macro level Meso level Micro level 

Reorienting the model of care 

Service delivery 

• Services respond to service-user needs 

according to most prevalent services, i.e. 

curative medical focus 

• Focus on acute level of care results in 

early discharge from hospitals to PHC 

facilities 

• Service organisation through an 

appointment system: No capacity for 

walk-ins 

• Patient-provider relations building within 

and between stakeholders 

• Condition: Specific vertical services 

• Multiple points of service, e.g. 

medication collected at the tertiary-level, 

rehabilitation accessed at the primary 

level 

• Positive functional outcomes in adults and 

children 

• Mental health services less developed; 

physical rehabilitation services well 

developed 

• Type of work undertaken by NGOs is 

mainly regulatory instead of health 

promotion and prevention 

• Mini-hospital structure with a focus on 

acute patients 

• Delays and long waiting lists for assistive 

devices 

• Condition: Specific vertical services 

• Patient access to all necessary 

rehabilitation services in one day 

• Positive patient experiences: Compliant 

service users who are happy with the 

outcome of rehabilitation services 

Create an enabling 

environment 

Leadership and Governance 

• Lack of policy knowledge by 

stakeholders 

• No involvement of rehabilitation services 

in PHC reengineering streams 

• No intersection between rehabilitation 

and PHC reengineering streams 

• No formal working procedure or 

involvement in PHC reengineering 

streams 
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Table 9.6 Macro-, meso-, and micro-level influencing factors to integrated rehabilitation services categorised according to the WHO Framework 

on Integrated People-centred Health Services122 continued 

WHO Framework on 

Integrated People-centred 

Health Services116 

Macro level Meso level Micro level 

Create an enabling 

environment 

Service delivery 

 
• Rehabilitation not included in 

architectural design of PHC facilities 

• Lack of rehabilitation treatment space 

• Lack of transport for community-based 

services, e.g. home visits 

• Patient-provider relations are important 

for service delivery 

Information systems 

 
• Lack of computers and information 

technology devices to enable service 

delivery  

• Lack of computers and information 

technology devices to enable service 

delivery  

Health  workforce 

• Misdistribution of rehabilitation 

personnel across the levels of care and 

across the PHC facilities 

• Non-retention of rehabilitation personnel 

at the PHC level: 

o Lack of posts 

o International migration 

o Internal migration from the public 

sector to the private sector 

• Low rehabilitation personnel-to-patient 

ratio 

• Misdistribution of different rehabilitation 

disciplines in PHC facilities 

• Lack of appropriate rehabilitation 

personnel: Young, inexperienced 

practitioners in PHC facilities 

• Higher number of occupational therapists 

and physiotherapist than speech-language 

therapists and audiologists at the various 

PHC facilities 
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Table 9.6 Macro-, meso-, and micro-level influencing factors to integrated rehabilitation services categorised according to the WHO Framework 

on Integrated People-centred Health Services122 continued 

WHO Framework on 

Integrated People-centred 

Health Services116 

Macro level Meso level Micro level 

Strengthening governance and 

accountability 

Medical products and technology 

 
• Poor procurement processes for assistive 

devices 
 

Leadership and governance 

• Provincial versus district policies 

• Alignment and congruence between 

health and other governmental sectors 

• Lack of policy knowledge by 

stakeholders 

• No intersection between rehabilitation 

and PHC reengineering streams 

• No formal working procedure or 

involvement in PHC reengineering 

streams 

• Separate directorate for mental health and 

rehabilitation 

• No involvement of rehabilitation services 

in PHC reengineering streams 

  

Financing 

• Source of funding between province and 

municipality 
 

• Poor procurement processes: Ordering of 

assistive devices is a lengthy process that 

often results in delays 

Engaging and empowering 

people and communities 

Leadership and governance 

• No involvement of rehabilitation services 

in PHC reengineering streams 

• No intersection between rehabilitation 

and PHC reengineering streams  

• No intersection between rehabilitation and 

PHC reengineering streams  

Service delivery 

 
• Patient-provider relations building within 

and between stakeholders 

• Poor liaison between community and 

rehabilitation services 

• Personal sacrifice from patients to ensure 

access to rehabilitation services, e.g. 

sacrificing food to afford adequate 

transport money 

• Need to understand the profile 

(demographic characteristics) of 

rehabilitation service users 
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The following are descriptions of the macro-, meso- and micro-level influencing factors to 

integrated rehabilitation services categorised according to the five strategies of the WHO 

Framework on Integrated People-centred Health Services: 

i. Coordinating services within and across sectors requires that health services be tailored 

and coordinated to meet individuals’ unique needs and preferences.116 This can be 

achieved by integrating healthcare professionals across different settings, guiding 

patients to the correct care levels, and linking healthcare with other sectors to address the 

social determinants of health.150 In this study, leadership and, governance, and service 

delivery factors were categorised in this strategy. The lack of involvement and 

intersection of rehabilitation services with PHC reengineering streams at a macro, meso 

and micro level in the Johannesburg Metropolitan District was well suited for this 

category as it highlighted the fragmented services typical of the South African health 

system.151 At the meso level, there is a disconnect in the patient referral process, and 

many patients are falling between the cracks. Nevertheless, intersectoral collaboration 

between various governmental sectors was demonstrated through initiatives that include 

the Department of Sport and Recreation and the Department of Social Development. 

However, such collaboration was restricted to specific campaigns. Additionally, 

rehabilitation staff was working to build interpersonal relationships among the various 

stakeholders. There was a discrepancy in service provision because with service users 

received medication at the tertiary-level and rehabilitation services at the primary level. 

At the micro level, there were notable inconsistencies in the quality of record keeping 

across PHC facilities in the Johannesburg Metropolitan District. 

ii. Reorienting the model of care entails restructuring rehabilitation services to be both 

efficient and effective. This involves adopting innovative care models that emphasise 

primary and community care and promote patient involvement in their rehabilitation. It 

signifies a move from hospital-centric to outpatient and community care, shifting the 

focus from illness treatment to prevention. The study findings categorised under this 

strategy included micro-level medical products and technology, macro-, meso-, and 

micro-level leadership and governance, and macro-, meso-, and micro-level service 

delivery factors. The CHCs have long waiting lists for assistive devices at the micro level 

due to inadequate procurement processes. Leadership and governance influence factors 

at the macro level include the unclear working model between the rehabilitation 

personnel at the clinics and the provincially funded NGOs where rehabilitation services 

were limited to infrastructural audits rather than promotion and prevention interventions 

geared towards service users. Similarly, the lack of intersection or involvement of 
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rehabilitation within the PHC reengineering streams at the meso and micro level 

highlighted leadership and governance factors that require a reorientation of the model 

of care to ensure the successful implementation of the NHI and achievement of universal 

health coverage.152 When looking at service delivery factors falling into the category of 

reorienting the model of care, macro-level influencing factors include the strong curative 

medical focus in the CHCs in the Johannesburg Metropolitan District. In the medical 

model, PHC services are found to respond to the service users’ needs according to the 

most prevalent or dominant curative services. The dominant medical focus at the macro 

level translates into an influx of patients requiring an acute level of care in the CHCs at 

the meso level due to early discharge from hospitals to PHC-level facilities. 

Rehabilitation services are organised through an appointment system to cope with the 

high demand, leaving little capacity for walk-ins. Similarly, at the meso level, the 

multiple points of service access resulting from condition-specific vertical service mean 

that service users collect their medication at the tertiary level, yet access rehabilitation 

services at the PHC level. Micro-level influencing factors that speak to the need for a 

reorientated model of care include positive functional outcomes reported in adults and 

children accessing rehabilitation services. The discrepancy between underdeveloped 

mental health versus well-developed physical rehabilitation services and regulatory 

rather than health promotion work carried out by the NGOs also falls into this category. 

The mini-hospital structure in the CHCs focuses on acute patients, delays and long 

waiting lists for assistive devices, and condition-specific vertical services, which are also 

micro-level influencing factors to integrated rehabilitation service delivery. The ability 

of patients to access all the necessary rehabilitation services in one day and positive 

patient experiences with compliant users who are satisfied with rehabilitation outcomes 

are positive micro-level influencing factors that should be maintained in service 

delivery.118 

iii. Strengthening governance and accountability requires adopting an inclusive method for 

policy formulation, decision-making, and performance assessment across all healthcare 

system levels, from policy inception to clinical implementation. Effective governance is 

marked by transparency, inclusivity, and the reduction of corruption by aiming to 

maximise resource and information use for optimal results.153 The poor procurement 

processes for medical products and technology at the meso level speak to the need for 

strengthened governance and accountability. Macro-level challenges highlighted in the 

findings include disparities between provincial and district policies, the need for 
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alignment and congruence between health and other governmental sectors, a lack of 

policy knowledge among stakeholders, and separate directorates for mental health and 

for rehabilitation. The absence of rehabilitation services’ involvement in PHC 

reengineering streams spans the macro, meso and micro levels as a challenge requiring 

improved governance and accountability. 

iv. Engaging and empowering people and communities entails providing people with 

essential opportunities, skills, and resources to become effective users and advocates of 

health services, aiming for systemic reform.154 This approach mobilises resources at both 

community and individual levels for comprehensive action. Micro-level service delivery 

factors falling into this category include poor liaison between the community and 

rehabilitation services; personal sacrifices made by patients, such as forgoing food to 

afford transport to rehabilitation services; and the necessity to understand the 

demographic characteristics of rehabilitation service users to effectively integrate 

rehabilitation in PHC. 

v. Creating an enabling environment that supports collaboration among all relevant 

stakeholders to drive meaningful change is important for integrated rehabilitation service 

delivery in PHC because it is a critical requirement to successfully implement the other 

four strategies. This complex task necessitates various approaches to enable necessary 

changes in leadership and management, information systems, quality improvement 

techniques, workforce realignment, legislative structures, financial frameworks, and 

intrinsic and extrinsic incentives.155 Micro-level service delivery challenges in this 

category include a lack of rehabilitation treatment space, insufficient transport for 

community-based services such as home visits, and the importance of patient-provider 

relations for effective service delivery. 

9.3.2.5 Step 5: Integrating concepts 

 

Figure 9.10 Step 5: Integrating concepts 
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The six steps used in developing a framework to integrate rehabilitation in PHC resulted in a 

revision of the original conceptual considerations and framework described in Figure 9.1 to 

identify an effective approach for integrating rehabilitation services into PHC in Gauteng. The 

revised guiding conceptual considerations of this study emanated from the findings that arose 

from Phases 1–3 of this study. In Step 1, the findings were assessed against the RE-AIM 

Framework to establish their alignment with the five dimensions of reach, effectiveness, 

adoption, implementation, and maintenance. Thereafter, the findings were further categorised 

according to the WHO Health System Building Blocks in Step 2 to acknowledge the pivotal 

role that the building blocks play as influencing factors in the delivery of rehabilitation services. 

Step 3 allowed us to categorise the influencing factors according to their impact at the macro 

(national or systemic), meso (institutional or community), and micro (individual) levels, 

providing a comprehensive view of the complexities and challenges faced when integrating 

rehabilitation services into PHC. Categorising the study findings further according to the WHO 

Framework on Integrated People-centred Health Services in Step 4 allowed us to holistically 

look at the influencing factors. In step 5, the findings were further integrated and synthesised 

into a theoretical framework (Figure 9.10). The theoretical framework retained the health 

system building blocks and their considerations at a macro, meso, and micro level but integrated 

them into the WHO Framework on Integrated People-centred Health Services as depicted in 

Figure 9.11. 

The WHO Framework on Integrated People-centred Health Services strategically guided the 

proposal of a framework for the integration of rehabilitation services into PHC. This approach 

underscored the importance of a holistic, people-centred perspective that aligned with the aim 

of this study to propose a framework for the integration of rehabilitation services in PHC. The 

process involved bringing together the WHO Health System Building Blocks, with service 

delivery being the key focus of this study 91, the influence of the building blocks at a macro, 

meso and micro level, and the WHO Framework on Integrated People-centred Health 

Services.122 After the findings were categorised and agreed upon according to Steps 1–5, the 

final step enabled us to synthesise, re-synthesise, and make it all make sense. 82 In Step 6, the 

concepts that have similarities were grouped, resulting in a consolidated PHC integration 

framework for Gauteng. 
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Figure 9.11 Conceptual considerations in developing a rehabilitation integration framework in PHC 
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9.3.2.6 Step 6: Synthesising, resynthesising, and making it all make sense 

 

Figure 9.12 Step 6: Synthesising, resynthesising, and making it all make sense 

The final step is a proposed framework for integrating rehabilitation services in PHC in 

Gauteng, South Africa (Figure 9.12). A framework usually denotes a structure, overview, 

outline, system, or plan consisting of various descriptive categories, such as concepts, 

constructs, or variables, and the relations that are presumed to account for a phenomenon.118 

Upon reviewing the outcomes from Phases 1–3, namely the context of rehabilitation services 

(Phase 1); the profile of rehabilitation services, including existing implementation gaps, the 

current state of services, deficiencies, care models, and the demographic profile of service users 

(Phase 2); and the user experience in rehabilitation (Phase 3), it was clear that it is a complex 

issue to address integration issues to develop an effective framework for integrated service 

delivery in PHC. Complex adaptive systems thinking provides a science to approach the 

description of the proposed framework for integrating rehabilitation in PHC, the final phase of 

this study.156 

In complex adaptive systems thinking, the emphasis is placed on understanding the whole 

system rather than focusing exclusively on the individual components they comprise off 

because the processes within the system are interrelated, non-linear, and dynamic.157 Within the 

context of complexity, the identified components from the previous three phases were 

structured into a coherent overview that can be broken down into actionable steps for service 

enhancement, specifically for integrated rehabilitation services in PHC. This approach 

advocates for using macro, meso, and micro levels to place the individual at the heart of the 

framework. Consequently, it was logical to categorise the issues identified in all the prior phases 

of the study within this framework to span the macro, meso, and micro levels. Additionally, a 

secondary categorisation employed the WHO Framework on Integrated People-centred Health 

Services to further refine our understanding. 

The main research question of this study asked how rehabilitation services should be integrated 

into PHC at district level in Gauteng, South Africa. Figure 9.13 shows that to answer this 

question, the framework for integrated rehabilitation services in PHC was framed on the five 
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strategies of the WHO Framework on Integrated People-centred Health Services. At the centre 

of the proposed framework is an emphasis on the importance of placing the patient and 

communities at the centre of care through integrated rehabilitation services that are people 

centred. Surrounding the centre are the five strategies of the WHO Framework on Integrated 

People-centred Health Services, which are strengthening governance and accountability, 

coordinating services within and across sectors, reorienting the model of care, engaging and 

empowering people and communities, creating an enabling environment, within three 

concentric circles denoting the macro, meso and micro levels. These levels indicate the multi-

level approach required to integrate rehabilitation services in PHC. Within the macro, meso, 

and micro levels, the WHO health system influencing factors, namely leadership and 

governance, financing, health workforce, service delivery, medicines and technology, and 

health information systems, are populated from the findings from Phases 1–3 of the study. 

Therefore, the outcome of step 6 is a formulated framework for integrating rehabilitation 

services in PHC, the elements of which are discussed in the next section. 
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Figure 9.13 Proposed framework for integrating rehabilitation services in PHC 

9.4 Framework for Integrating Rehabilitation Services in PHC at District 

Level in Gauteng, South Africa 

9.4.1 Description of the Framework for Integrating Rehabilitation Services in PHC at 

District Level in Gauteng, South Africa 

This section discussed the framework for integrating rehabilitation in PHC in Gauteng (Figure 

9.13), which was developed using six of Jabareen’s82 eight steps. An integrated PHC 

rehabilitation service at district level in Gauteng, South Africa, should be one in which there is 

strong governance and accountability, an enabling environment, a model of care that is 

reorientated to facilitate contextually responsive care for optimal rehabilitation outcomes, 
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services that are coordinated within and across the various sectors and not only limited to health, 

and service in which the people and communities who access these services are engaged and 

empowered to be active contributors to their overall wellbeing.116 

9.4.1.1 Strengthening governance and accountability 

At the macro level, the areas that needed attention were leadership, governance, service 

delivery, and financing. The policy landscape plays a pivotal role in shaping responsive PHC 

rehabilitation services. Therefore, policy framing should commence with acknowledging 

rehabilitation as an essential health service rather than a luxury optional supplement to other 

health services in order to foster the integration of rehabilitation into PHC.158 A comprehensive 

integration strategy necessitates strong national policy support across various sectors, not just 

in health.33 A robust contextually relevant framework reinforces strong governance and 

accountability that promotes mutual accountability among policymakers, administrators, 

service providers, and users, and that is complemented by intrinsic and extrinsic incentives that 

encourage a person-centred approach rather than just a patient-centred approach.159 

It is essential to develop a comprehensive policy framework that includes rehabilitation services 

in PHC and a compelling narrative for reform in order to establish a shared vision and strategies 

for its realisation. Rehabilitation professional bodies must commit to a united approach and 

continue engaging with and providing a voice for rehabilitation at strategic high-level 

engagements. It is essential to constantly advocate for the inclusion of rehabilitation services at 

all levels of health, including in PHC. Mandatory reporting of rehabilitation indicators by South 

Africa to the WHO can influence policy intentions. Achieving substantial reform in integrating 

rehabilitation services into PHC requires robust political leadership and a system-based 

approach to health governance.51 This approach should prioritise policy and governance 

frameworks conducive to integrating rehabilitation services, and ensuring accessibility, equity, 

contextual relevance, and high-quality services for all South Africans. Additionally, it should 

promote alignment between provincial and district policies to eliminate fragmented healthcare 

delivery in order to facilitate the delivery of integrated rehabilitation services at all healthcare 

system levels. 

At the micro level, rehabilitation personnel should actively contribute to policy documents to 

influence policy formulation. Platforms like the Rehabilitation Indaba, a multidisciplinary 

gathering of rehabilitation professional associations, offer an ideal opportunity for this 

contribution. Effective governance entails mutual accountability and responsibility among 

stakeholders and aligning incentives with a patient-focused approach.51 Thus, responsibility 
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does not only include contributing to the development of policies but also requires rehabilitation 

personnel to familiarise themselves with policies and procedures. Moreover, addressing the lack 

of policy knowledge among stakeholders and the absence of a dedicated mental health and 

rehabilitation directorate are critical steps in overcoming barriers to effective policy 

implementation. The inclusion of rehabilitation services in reengineered streams of PHC is 

essential to ensure alignment with broader PHC objectives.51 In summary, addressing these 

challenges requires a concerted effort to enhance policy coherence, stakeholder education, and 

the structural integration of rehabilitation services within the healthcare system. 

Increasing community involvement in rehabilitation service planning is crucial for improving 

governance. Communities play a vital role in identifying local concerns and advocating for their 

recognition.160 The National Health Act outlines mechanisms for citizen participation in PHC 

through clinic committees, but these bodies often underperform, and therefore, accountability 

within the PHC system can be improved by more effectively leveraging these committees.33,55 

Additionally, adequately incorporating CHWs into governance structures across the entire PHC 

system is essential for promoting community participation and accountability.161 

Furthermore, there is a pressing need for better alignment between the health sector and other 

governmental sectors to address the multifaceted needs of individuals requiring rehabilitation 

services. Integrating rehabilitation outcomes across health, transportation, education, and 

housing sectors is crucial for holistic health outcomes.51,162 Participatory decision-making and 

evaluation in PHC rehabilitation services are essential to enhance governance. Actively 

involving patients in healthcare decisions can inform improvements in service delivery by 

promoting universal access and fair healthcare delivery.163 

The lack of standardised, disaggregated, and interoperable data on the rehabilitation workforce, 

the rehabilitation services delivered, and the outcomes achieved presents a significant challenge 

in systematically identifying gaps in the availability of rehabilitation personnel and services. 

Without accurate information, provincial and district management cannot effectively address 

unmet rehabilitation needs.164 Regulatory bodies such as the Health Professions Council of 

South Africa are well-positioned to collect essential rehabilitation workforce data to enable 

appropriate explanations of the ratio of rehabilitation professionals to service users so planning 

and funding for additional rehabilitation workforce for integrated service delivery can be done.  

It is necessary to explore funding sources and procurement processes at the macro level to 

identify systemic barriers hindering the efficient delivery of assistive devices at the micro level. 

Strengthening governance and accountability demands an inclusive approach to policy 
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formulation and outcomes-based performance assessment across all healthcare system levels.165 

Additionally, clear, comprehensive service guidelines and their implementation are crucial for 

the successful integration of rehabilitation services into PHC,166 and this should include 

community-based strategies to enhance the reliability of the rehabilitative process. 

9.4.1.2 Coordinating services within and across sectors 

The second strategy in the proposed framework for integrated rehabilitation services in PHC, 

illustrated in Figure 9.13, is coordinating services within and across sectors. It advocates for 

services to revolve around people’s needs, and therefore, requires integrated healthcare 

providers in interprofessional teams, robust referral systems, and linkages between sectors to 

minimise discontinued service use due to loss to follow-up.131 Intersectoral and 

interdisciplinary collaboration have been found to be essential to improve mental health at the 

population level.167 A strategy that is currently being used to minimise discontinued use is to 

deploy CHWs to follow up on patients who default on their care; thus, the interprofessional 

teams should include CHWs. Coordinating services within and across sectors involves local 

collaborations to address determinants of health outcomes and optimise the use of limited 

resources, occasionally through partnerships with private entities. For example, coordination in 

the context of Gauteng PHC services would include improving service delivery by aligning and 

integrating processes and information across diverse services rather than merging different 

structures, services, or workflows.118 

Intersectoral collaboration between the various government departments is an important 

approach to integrating rehabilitation services in PHC in Gauteng. Due to the multidisciplinary 

nature of rehabilitation, several stakeholders are involved in providing services, which 

inherently requires intersectoral collaboration. However, collaboration appears to happen 

haphazardly on a short-term basis with no formal procedures. Service coordination through 

collaborative practices will require role clarification between the sectors, particularly where 

there is overlap in service delivery.80 The goal is to address health determinants and optimise 

resource use through partnerships with the private sector.43,168 

The training and scope of practice of CHWs have not focused on the social determinants of 

health or the development of skills required for community mobilisation.169 There is 

considerable potential for ward-based PHC outreach teams to further promote local action on 

the social determinants of health and extend CBR services. However, this can only be achieved 

if the value of such roles are recognised, and if CHWs are actively supported through 
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appropriate training on a national level and through support from rehabilitation personnel.161 

CHW training is already taking place in the Western Cape, but not nationally. 

The social determinants of health in the life of a person with a disability would necessitate 

intersectoral collaboration between health, education, labour, social development, housing, and 

transportation, but South Africa lacks this intersectoral collaboration.145 Coordinating services 

within and across sectors requires partnerships to be established, and building interpersonal 

working relationships between rehabilitation personnel and service users, rehabilitation 

personnel and other PHC healthcare workers, and among the rehabilitation personnel 

themselves within the PHC level and across the different levels of care. 

The lower use of audiology services at the primary level raises concerns about adequately 

addressing sensory impairments, including the availability of audiology equipment and 

audiologists at this level of care. Effective ear and hearing service implementation at the PHC 

level requires careful planning, clear programme goals, and defined care pathways.170 It is 

important to explore strategies, such as including audiology services in the School Health 

Programme of the reengineered PHC, and better yet, these services were found to be more 

effective in preschool children.171 Intersectoral collaboration with advocacy for rehabilitation 

posts in other governmental departments is needed, including in education and social 

development. 

9.4.1.3 Reorienting the model of care 

Evaluating and adapting existing rehabilitation service delivery models while crafting new ones 

are essential steps to seamlessly incorporate rehabilitation services into PHC in order to foster 

inclusion, equity, and justice.127 A reorientated model of care, as seen in Figure 9.13, requires 

a shift from the current clinic-based focus of rehabilitation services in PHC to more inclusive 

models that incorporate services in clients’ homes and outreach to underserved communities. 

The current focus of rehabilitation services in PHC primarily revolves around clinic-based care, 

and limited attention is given to delivering services in clients’ homes or reaching out to 

underserved communities.172 It is necessary to expand service delivery beyond clinic settings 

through outreach services and home and CBR programmes to enhance accessibility for 

vulnerable populations. Such expansion is important to integrate rehabilitation in PHC because 

improvements in patient health outcomes and reduced health system costs have been shown 

when services are restructured to focus on person-centred experiences and needs.135 
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The WHO’s Rehabilitation 2030 initiative highlights the necessity of integrating rehabilitation 

into PHC to address the complex needs of individuals, aligning with the universal health 

coverage agenda.43 However, the integration and prioritisation of rehabilitation services face 

obstacles, especially in LMICs, despite existing policies and guidelines. Innovative care models 

prioritising primary and community care are essential for effective rehabilitation services in 

LMICs. The CBR model and peer support workers are promising approaches than can enhance 

rehabilitation outcomes and integrate services into PHC through community involvement, 

shared care, and self-management.134,75,173 Implementing CBR programmes could improve 

rehabilitation outcomes and foster community-based inclusive development in resource-

constrained settings. 

Additionally, integrated PHC rehabilitation services may be impacted in South Africa since 

they are often provided by less experienced rehabilitation personnel during their year of 

compulsory community service. While this is beneficial in providing a workforce for PHC, it 

is a single year appointment that limits the continuity of rehabilitation services in PHC174. A 

suggested remedy involves incorporating CHWs and community rehabilitation workers into 

multidisciplinary and interdisciplinary teams to improve service reach and effectiveness and 

leveraging their unique community roles by enhancing continuity of care.75 Peer support 

workers play a key role in making healthcare more inclusive and empowering for service users 

through shared care and self-management, leading to improved health outcomes.175 

Incorporating peer support workers mitigates professional shortages and promotes a sustainable 

healthcare model in which communities actively participate in delivering rehabilitation 

services.78 

The working model between the rehabilitation services and the provincially funded mental 

health NGOs is an important area that requires further attention. The aftermath of the Life 

Esidimeni tragedy1 in South Africa taught the hard lesson that NGOs must be supported and 

capacitated to care for residents with mental illness96, and that they play an important role in 

 

1 Life Esidimeni was a catastrophe that resulted in the deaths of 144 individuals at psychiatric facilities in the 

Gauteng province of South Africa. The causes of death included neglect and starvation. The tragedy is named after 

Life Esidimeni, a subsidiary of Life Healthcare, the private healthcare provider from which approximately 1,500 

state patients were evacuated during the first half of 2016. The patients were transferred to less expensive care 

facilities, many of which were subsequently discovered to be unlicensed and inadequately equipped. In democratic 

South Africa, the incident has been referred to as "the greatest cause of human rights violation" and has prompted 

a discussion regarding the treatment of psychiatric and other state patients. 
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expanding rehabilitation service delivery. Measures have been put in place to provide outreach 

services to the NGOs, but rehabilitation personnel’s interactions with the NGOs must extend 

beyond auditing infrastructure to include more health promotion and prevention orientated 

activities, such as skills development and capacity building for the staff at the NGOs.176 This 

process is essential to ensure NGOs effectively and efficiently deliver on their mandates, 

particularly in areas related to health and rehabilitation services. However, there seems to be a 

lack of clarity and standardisation in the working model, which could impact the quality and 

reliability of the services provided. 

Integrating rehabilitation services into PHC faces significant challenges due to limited 

rehabilitation personnel and service availability, especially in remote and underserved areas51 

because of limited health funding and management models. A reorientated service delivery 

model must be principle-based so that it is not influenced by the funding model. This means 

that rehabilitation services should be uniform across the PHC facilities in an integrated PHC 

system. 

It is essential to explore and implement strategies that combine task shifting to CHWs with self-

management through community empowerment and peer support to achieve a fully integrated 

people-centred PHC rehabilitation system,. This requires a well-informed plan that includes 

adequate capacity building and appropriate use of community workers to ensure rehabilitation 

services are effectively integrated and accessible within the PHC framework. 

9.4.1.4 Creating an enabling environment 

Creating an enabling environment for integrated rehabilitation services in PHC involves 

bringing together stakeholders to effect meaningful change (Figure 9.13). An enabling 

environment involves transforming leadership and management approaches, improving 

information systems, adopting quality improvement methods, reorienting the workforce, 

updating legal frameworks, modifying financial arrangements, and adjusting incentive models. 

Motivated rehabilitation personnel who are dedicated to their roles and sometimes even use 

their personal resources to ensure service delivery are a testament to the commitment within 

PHC rehabilitation services. Leveraging this dedication by providing the resources needed can 

prevent disillusionment and demotivation, which are issues currently faced by nursing staff.177 

Building strong interpersonal relationships with service users, ensuring effective 

communication, and providing culturally competent services that respect diverse beliefs and 

values are fundamental for positive patient experiences.178 This is particularly significant in 



 

180 

South Africa, where there are often differences in culture and language between service users 

and rehabilitation personnel.179 Addressing service users in their home language is a step 

towards cultural competence but needs to be part of broader efforts to understand and respect 

users’ cultures to demonstrate cultural humility and ubuntu.155 

The lack of district hospitals in the Johannesburg Metropolitan District has placed increased 

pressure on PHC clinics, and therefore, it is necessary to advocate for district hospitals in PHC 

or increased primary- and community-level capacity to manage the high demand for services, 

including increased staffing. Additionally, service delivery models should be reassessed to 

address these pressures; for example, the supported discharge model using CHWs in the ward-

based PHC outreach teams to provide transitional care for early discharges.180 There is a 

pressing need for greater investment in rehabilitation to build capacity in South Africa. These 

investments should include human resources for PC rehabilitation services as part of ward-

based outreach teams and fostering partnerships between government and NGOs. Compulsory 

community service has notably improved service delivery, especially at district level; however, 

the challenge of retaining community service rehabilitation personnelleads to a discontinuity of 

services and insufficient staffing to meet the growing patient demand, and this remains a 

significant issue.181 

Audiologists are in short supply, and this affects the ability to perform hearing screenings for 

patients with chronic illnesses and universal screenings for babies.181 The number of 

rehabilitation personnel, especially in LMICs, suggests that the need for rehabilitation is much 

higher than the services provided.30 The disparity between the need for rehabilitation and the 

services provided underscores the importance of systematically collecting and analysing 

information on the dynamics of the health labour market, such as production, inflows and 

outflows, distribution, retention and regulation and their determinants to improve the 

availability and quality of PHC services.164 The Department of Health Statutory Councils, such 

as the Health Professions Council of South Africa, the Council for Medical Schemes, and 

professional bodies or entities that manage health professional numbering systems, should 

perform this function with input from academia.138 

An efficient supply chain management system that is unequivocally patient-centred is required 

to integrate service delivery in PHC. Consideration of an appropriate  procurement system 

(whether centralised or decentralised) with standardised processes at the national and provincial 

levels must be considered to deal with corruption and economies of scale. Appropriately skilled 

labour, and an effective information technology system are critical to enable efficient 

procurement processes.138 
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There is a pronounced lack of computers and other necessary information technology devices 

that are crucial for modern healthcare delivery at CHCs. This shortfall impedes efficient service 

delivery, and limits healthcare providers’ ability to access and use digital health records, 

perform timely data entry, and facilitate effective referrals and efficient patient care 

management. The reliance on paper-based patient records further compounds the issues 

stemming from technological and procedural inadequacies. This outdated method of 

documentation poses risks of loss and damage, and hinders the quick retrieval and exchange of 

patient information, which slows down clinical decision-making and increases the 

administrative burden on healthcare providers.182 In South Africa, service provision issues like 

loadshedding also negatively impact digitalisation of records. 

Within the typical curative services at the PC level, there is a reliance on technology for referral 

to secondary- and tertiary-level facilities. However, the infrastructure to support this process is 

not readily available, particularly for rehabilitation services; for example, medical doctors are 

using the Vula app, which is not available for rehabilitation services, and often requires health 

professionals to use their own data for referrals. Therefore, a transition to an electronic record-

keeping system to decrease and avoid inconsistent and paper-based practices is necessary to 

enhance long-term service-user management in PHC.44 An integrated patient record is 

important for people-centred integrated rehabilitation in PHC as it provides a longitudinal view 

of patient care across the continuum of care, and includes health information from multiple 

healthcare services.182 

An enabling environment requires physical spaces that facilitate the integration of rehabilitation 

into PHC. Part of the NHI piloting in South Africa included building new clinics in the pilot 

sites under the Ideal Clinic Programme across the nine provinces.104 There is undocumented 

evidence on the extent to which treatment spaces for rehabilitation have been incorporated into 

the new clinics; however, anecdotal evidence suggests that no spaces have been factored in for 

rehabilitation services. Furthermore, progress towards completing the new clinics has been 

slow, and many are still under construction or incomplete.138 

One of the barriers to integrated service delivery is the lack of definition, awareness, and 

recognition of the role of each professional within a multidisciplinary team. The value of 

multidisciplinary teams and collaboration between rehabilitation personnel and medical 

professionals must not be underestimated. This proposed framework advocates for 

interprofessional care rather than interdisciplinary care to ensure effective and efficient patient 

care. Awareness building and relationship building initiatives are key to fostering 

interprofessional trust in health workforce efficiency183 and meso-level professional and 
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organisational integration.1 Through working together, rehabilitation personnel can harness 

collective strength to improve service delivery and increase referrals to rehabilitation from other 

PHC professionals.184 Ultimately, person-centred integrated rehabilitation services in PHC are 

based on conceptual models that recognise that each profession has their own role to play in the 

rehabilitation process.101 

Furthermore, a critical aspect of creating an enabling environment for people-centred integrated 

rehabilitation in the PHC system is ensuring patients do not face prohibitive transportation costs 

to access rehabilitation services at CHCs. 

9.4.1.5 Engaging and empowering people and communities 

Engaging and empowering individuals and communities are essential for fostering active 

participation in and advocacy for health services. This involves reaching out to underserved and 

marginalised groups to involve them in planning and delivering healthcare services. Training 

unemployed community members as CHWs and community rehabilitation workers could 

significantly improve access to rehabilitation services, particularly in underserved areas.185 

Additionally, as part of the community, trained CHWs can serve as vital links between the 

healthcare system and opening communication channels between rehabilitation personnel and 

users.173 

In South Africa, the Local Government: Municipal Systems Act of 2000186 and the Local 

Government: Municipal Structures Act of 1998187 require municipalities to develop an 

integrated development plan through consultations with their communities. This mandate 

highlights the importance of involving all local stakeholders, including traditional leaders, in 

services, including planning rehabilitation services at the PHC level.188 The national 

government launched the Batho Pele (‘People First’) initiative to improve healthcare services, 

and it fosters consultations between citizens and public officials. This initiative is based on eight 

principles to improve public service delivery and sets clear standards for engaging and 

empowering people and communities in PHC rehabilitation service delivery. These principles 

embody the ingredients for people-centred integrated rehabilitation services in PHC, and it 

covers establishing standards, ensuring equitable access, treating the public considerately, 

maintaining accountability, promoting transparency, addressing user complaints, evaluating 

provider performance, and ensuring accountability.188 

Integrated people-centred PHC rehabilitation services necessitate a well-prepared workforce. 

University training programmes must equip graduates for community-based roles in PHC. 
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Collaboration between PHC rehabilitation services and higher education institutions is 

necessary to adopt a holistic approach that addresses preventable morbidity and mortality 

through activity engagement and participation.33 This shift involves focusing on intersectoral 

actions that target social determinants of health and strengthens partnerships between 

academics and practitioners through communities of practice.15 In addition, higher education 

institutions should also ensure graduates leave with interprofessional competencies that are 

essential for a holistic approach and person-centred care.189 

It is important to challenge misconceptions that view rehabilitation services as solely for 

individuals with disabilities and as a luxury, non-essential service. Integrating rehabilitation 

into all health system levels is the collective responsibility of all health workers, not just 

rehabilitation personnel. Promoting an understanding of rehabilitation principles among health 

workers is vital to ensure high-quality care, appropriate referrals, and optimal service 

utilisation.32 

Barriers to delivering PHC services in the public health sector include a lack of policies, 

resources, and infrastructure, and transport limitations for community-based outreach.190 

Enhancing the visibility of rehabilitation services in PHC requires forming partnerships with 

public and private providers and engaging with local communities. Community partnerships 

provide valuable resources for supporting rehabilitation efforts, highlighting the need to train 

and employ more discipline-specific mid-level workers. 

9.5 Conclusion 

Health systems are highly context-specific, and therefore, it is challenging to prescribe a set of 

best practices that can be put forward as a model for improved performance. However, health 

systems that function well have certain shared characteristics, such as procurement and 

distribution systems that deliver appropriate assistive devices to those in need. Well-functioning 

PHC rehabilitation services are staffed with sufficient rehabilitation personnel who have the 

right skills and motivation. Moreover, well-functioning health systems operate with financing 

systems that are sustainable, inclusive, and fair. Healthcare costs should not force impoverished 

households even deeper into poverty nor require them to sacrifice basic needs.91 This chapter 

reinforced the necessity for more integrated and contextually responsive PHC rehabilitation 

services that accommodate the unique needs of rehabilitation service users. Strengthening 

governance and accountability, creating an enabling environment, reorienting the model of 

care, coordinating services within and across sectors, and engaging and empowering people and 

communities are the five concepts that can be applied to integrate rehabilitation in PHC at 



 

184 

district level in Gauteng. Improving architectural designs, enhancing intersectoral 

collaboration, addressing resource gaps, and fostering strong patient-provider relations are 

essential steps toward achieving more integrated and effective rehabilitation services in the 

PHC.  
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Chapter 10: Conclusion 

10.1 Introduction 

This study aimed to determine how to integrate rehabilitation services into PHC at district level 

in Gauteng, South Africa. A review of rehabilitation services at the PHC level was required to 

establish the current service delivery landscape to enable the development of a rehabilitation 

integration framework for PHC within the proposed National Health Service. 

10.2 Main Findings of the Study 

The current study made the following main findings: 

1. The clinic, outreach, case management, shared care, self-management, and CBR models 

can be used to integrate rehabilitation in PHC; 

2. Rehabilitation is not currently integrated into PHC because it is impeded by the following 

factors: 

2.1 The shortage of rehabilitation personnel and limited access to services, especially 

in remote areas; 

2.2 There are variations in record-keeping practices and long-term follow-up of 

patients, which impact integrated rehabilitation service delivery and continuity of 

care; 

2.3 The current focus of rehabilitation services primarily revolves around clinic-based 

care, and limited attention is given to delivering services in clients’ homes or 

reaching out to underserved communities; and  

2.4 There are variations in rehabilitation service availability among the various 

rehabilitation services with occupational therapy and physiotherapy being the 

predominant ones; 

3. It is necessary to understand the demographic profile of rehabilitation service users to 

guide rehabilitation service planning and delivery; 

4. Rehabilitation service users have positive experiences of rehabilitation services, resulting 

in high satisfaction rates; and  

5. Both adult and child service users experienced significant improvements in activity 

participation in self-care and mobility. 



 

186 

10.3 Strengths and Limitations of the Study 

The study began with a scoping review to map out existing literature on the service guidelines, 

models, and protocols for integrating rehabilitation services in PHC (Chapter 3). While the 

review provided valuable insights, it only included data published or translated into English; 

therefore, unknown valuable data from published and unpublished studies in other languages 

may exist. A retrospective study design using a review of rehabilitation records (Chapter 6), 

which relied on the accessibility and accuracy of the records, may have introduced bias. 

Moreover, the focus on provided services overlooked those not provided and the reasons behind 

them. In addition, the study focused on the nine clinics providing rehabilitation services, and 

the findings may not be generalisable to other regions or healthcare settings. Another challenge 

encountered was the lack of discharge information in the records, which is important for 

understanding service continuity and access. This highlights the need for strengthened health 

information systems to ensure patient information is captured, processed, and used to better 

inform rehabilitation service planning and delivery.44 

The study sample of rehabilitation service users (Chapters 7 & 8) was not heterogeneous in 

terms of disability because the service users presented predominantly with 

neuromusculoskeletal impairments, which may not fully represent the broader range of 

rehabilitation needs in the district. Additionally, a sample size of 38 service users instead of 

was used. Furthermore, the rehabilitation service users from whom data were gathered were 

already receiving rehabilitation services, which may have influenced their positive outlook 

because of the functional improvements they were experiencing. However, their health status 

should not diminish or invalidate their experiences. Future research should include the 

experiences of those lost to follow-up to gain a more comprehensive understanding of factors 

influencing service discontinuation. Additionally, further investigation into other areas related 

to user experiences, such as barriers to access and affordability, would provide valuable 

insights. 

Due to the COVID-19 pandemic restrictions, there were limitations placed on face-to-face 

activities that were not directly related to direct patient care. The rehabilitation personnel were 

therefore trained to conduct the semi-structured interviews with online support from the 

researcher. This was not ideal as the principal researcher could not conduct all the interviews 

as originally intended, but it facilitated data collection, which would otherwise have been 

impossible. Measures were put in place to ensure that the rehabilitation personnel did not 

interview service users at their facility and within their profession, for example, a 
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physiotherapist from one clinic would conduct interviews with service users at another clinic 

from another rehabilitation service outside of physiotherapy. 

Despite the limitations, the study used several study designs to address the overall PhD study 

aim, and this strength enabled a comprehensive approach to address the research aim. This 

study is the first to provide insights into the data available on rehabilitation services in the 

Johannesburg Metropolitan District. The study revealed valuable insights into the 

demographics of clients, types of disabilities, referral sources, service use, and variations in 

rehabilitation services across the nine clinics. It provided insights into the diverse rehabilitation 

needs across different age groups and disabilities and the differences in services offered by the 

different rehabilitation services (Chapter 6). Furthermore, the study provided valuable insights 

into the outcomes of PHC rehabilitation services, which validated the often undocumented 

effectiveness of the interventions provided in the CHCs.134 It emphasised the importance of 

service-user perspectives when evaluating and planning rehabilitation service interventions.163 

Furthermore, the study is positioned in the Rehabilitation 2030 Agenda, a top priority on the 

WHO agenda. Therefore, it provides insights with real-time implications to a topical issue 

currently on the global agenda. 

10.4 Recommendations 

10.4.1 Recommendations for Further Research 

Further research is needed to determine the optimal frequency and duration of rehabilitation 

sessions in PHC to maximise outcomes and patient satisfaction. This research would also 

inform the packages of care funded under the NHI in South Africa. Given the positive outcomes 

experienced by rehabilitation service users, future research should look at the extent of 

rehabilitation service reach and coverage. The individuals who have discontinued rehabilitation 

services must be included in future research to understand the factors influencing the 

discontinuation and identify areas for intervention. In addition, other actors in integrated 

rehabilitation services such as other health professionals, NGOs, CHWs, policy makers, and 

district managers should be included in future research.   

10.4.2  Recommendations for Training 

Universities need to prepare graduates for community-based work in PHC, which includes 

delivering culturally and contextually appropriate services that respect diverse values, 

languages, and beliefs about health and disease. 
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10.4.3  Recommendations for Practice 

Patient-centred care must be prioritised. Rehabilitation service providers in PHC should ensure 

that rehabilitation services are centred on patients’ needs, preferences, and values to empower 

them to actively participate in their treatment decisions. Rehabilitation service delivery models 

currently in use must be reviewed, revised, and realigned. Alternative service delivery models 

that have the potential to improve the reach, effectiveness, adoption, implementation, and 

maintenance of rehabilitation services and enhance their integration into PHC must be explored. 

10.5 Reflections on the Study 

As a rehabilitation professional myself, I went into the study with an opinion of what the current 

state of rehabilitation is in the Johannesburg Metropolitan District. I was aware of the obstacles 

to providing rehabilitation services from my clinical experience, and often found these obstacles 

insurmountable. Such challenges can be discouraging, and many health professionals succumb 

to helplessness and do the bare minimum, especially in places with poor management and 

leadership. On the other hand, as was seen in the study, rehabilitation personnel remain 

dedicated to providing services to people who need them to their satisfaction. I realised how 

important it is to do research to provide evidence to support these colleagues who spend their 

working days doing what they can with the little they have and get satisfaction from their work. 

The positive regard that service users have for rehabilitation services was somewhat of a 

surprise to me. I expected the service users to be disgruntled and dissatisfied with the services 

because of the known challenges in providing them. However, it became apparent that the 

dedication of the rehabilitation personnel to provide services despite the challenges was in fact 

beneficial, and to a large extent, a protective factor for the service users. 

In my opinion, the strength and future of rehabilitation service integration in PHC lie with the 

people we serve. The notion that meaningful change is rooted in community involvement and 

empowerment is a powerful reminder of the value of listening and responding to those we aim 

to serve. Creating an enabling environment for them to be active participants and equal partners 

in the integration process is where I see the greatest potential for innovation. In reflecting on 

this study, I am inspired by the potential for change and mindful of the challenges that still lie 

ahead. Implementing these recommendations requires commitment, collaboration, and 

creativity from all involved. It is a journey towards bridging the gap for those who need 

rehabilitation most, a journey well worth undertaking. 
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10.6 Concluding Remarks 

In conclusion, the journey towards enhancing integrated, people-centred rehabilitation services 

within PHC presents a multi-dimensional challenge that necessitates a holistic and collaborative 

approach. The recommendations outlined offer a roadmap towards achieving a more equitable, 

accessible, and responsive healthcare system that places the individual and community at its 

heart. The importance of strengthening governance and accountability cannot be overstated, as 

it lays the foundation for a transparent, equitable, and committed system to continuous 

improvement. Similarly, reorienting the model of care to focus on holistic, community-based 

approaches marks a pivotal shift towards addressing the broader determinants of health by 

ensuring that care is not only accessible but also relevant to those it aims to serve. 

Creating an enabling environment and fostering coordination across sectors are critical for the 

seamless integration of services that leverage the strengths of various stakeholders and 

innovative service delivery models to overcome systemic barriers. This integrated approach 

promises to enhance the efficiency and effectiveness of rehabilitation services and ensure their 

sustainability. At the core of these efforts is the engagement and empowerment of people and 

communities. By involving those most affected by health policies and practices in the planning 

and delivery of services, we not only honour the principle of ‘nothing about us without us’ but 

also unlock the potential for more responsive, effective care. The active participation of 

communities, particularly through the roles of CHWs and community rehabilitation workers, 

embodies the essence of a people-centred approach, and bridges the gap between healthcare 

systems and the individuals they serve. 

In summary, the path to integrated, people-centred rehabilitation services in PHC is one of 

collective action, innovation, and unwavering commitment to the principles of equity, 

accessibility, and person-centred care. Challenges undoubtedly lie ahead, but the potential 

rewards—a healthcare system that truly serves and reflects the needs of its community—are 

immense and well within reach. Rehabilitation is key to addressing the social determinants of 

health in vulnerable populations. This can only be realised by integrating these services in PHC 

using contextually relevant and informed frameworks and approaches. Reorienting service 

delivery models challenges traditional models and requires a shift in perspective and practice 

for many health professionals, yet it also opens the door to more compassionate, comprehensive 

care that meets people at their point of need. 
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Appendix B: Five Phases of a Scoping Review76 

PHASE DESCRIPTION 

1st phase: Identifying the research 

question 

This is described as the most important phase of the review because it 

determined which studies were included, the means adopted for 

identification and information gathered in each selected study. Hence, it 

included the definition of participants, the interventions to be evaluated 

and the results to be measured. In this study the guiding question was: 

What are the existing guidelines and models for the integration of 

rehabilitation services in PHC in the BRICS countries? 

Inclusion criteria: 

Guidelines for integrating rehabilitation into other programmes 

Rehabilitation service delivery models used for integration 

Must focus on services in PHC 

Must be from Brazil, Russi, India, China and South Africa. 

Grimshaw and Russell (1993) define clinical guidelines as 

“systematically developed statements to assist practitioner decisions 

about appropriate healthcare for specific clinical circumstances” (89 

p.1317). 

Kielhofner, 2009 describes components of a model as having 

professional lenses through which the service provider sees the service 

user and the therapy process, develops plans and solves problems. 

Models can therefore be thought of having the following components: 

theory, practice resources as well as a research and evidence base 192. 

These definitions were used to guide the classification of studies as 

those referring to guidelines or to models. 

2nd phase: Identifying relevant 

studies 

The search in databases were broad and diverse, including search in 

electronic databases, manual search in journals, the references described 

in the selected studies, contact with researchers and the use of 

unpublished material 193. Various electronic databases were searched, 

including (but not limited to) PubMed/Medline, Web of Science, 

Google, Google Scholar, Mendeley and the University of 

Witwatersrand subscribed databases or libraries. Studies published 

between 2011 and 2023 on rehabilitation and rehabilitation service 

delivery models in BRICS countries will be included. Peer reviewed 

(e.g. papers, conference abstracts, and presentations) and non-peer-

reviewed/unpublished material (e.g. reports, presentations, fact sheets, 

and other grey literature) will be included. Existing policies on 

disability and rehabilitation will also be reviewed. 

3rd phase: Study selection 

To extract data from the articles selected, it was necessary to use an 

instrument that was able to assure collection of all relevant data and to 

serve as a record. The purpose of the instrument was to simplify, 

summarise and organise the findings, so that each study is reduced to 

one page 193. The data included aspects such as the definition of the 

subjects, methodology, size of the sample, measuring variables, method 

of analysis and concepts used as bases. 

A data extraction tool initially developed and validated by Ursi 2005 

was adopted and used to extract the details of the studies (Appendix F). 

It was subjected to content validation by three experts in the field, with 

experience in rehabilitation and / or instrument evaluation. They were 

requested to make suggestions for changes in the instrument. The 

instrument included the following items: identification of the original 

article, methodological characteristics of the study, evaluation of 

methodological rigour, the interventions measured and the results found 
194. 

4th phase: Charting the data 

In order to select the best possible evidence, a hierarchy of evidence has 

been proposed in the literature, based on the design of the research 193. 

The studies were levelled and recorded on the data extraction tool as 

follows: 
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PHASE DESCRIPTION 

Level 1: evidence resulting from meta-analysis of multiple randomised 

controlled clinical trials (RCT)/ a RCT 

Level 2: evidence from individual studie(s) with experimental design; 

Level 3: evidence from quasi-experimental studie(s); 

Level 4: evidence of descriptive (non-experimental) studie(s) or with a 

qualitative approach; 

Level 5: evidence from case report(s) or from experience; 

Level 6: evidence based on opinion(s) of specialists. 

Thematic analysis, was suited to the synthesis of both qualitative and 

quantitative evidence will be used to organise and categorise the 

findings from the studies into themes 195. Firstly, the researcher and 

research assistant read the results of each study and independently 

develop a set of common themes. These initial themes were discussed, 

compared collectively and agreed upon before the researchers 

categorised them into a final set of themes and subthemes/categories. 

This analytic process provided a summary of findings about what is 

known from studies incorporating guidelines and models used for 

integrating rehabilitation in PHC BRICS 195. A descriptive synthesis of 

policy documents was carried out to outline the information, identifying 

any commonalities or differences. 

5th phase: Collating, summarising 

and reporting of results. 

This aspect of the scoping review was based on the interpretation and 

synthesis of the results. To ensure validity/trustworthiness of the 

scoping review, conclusions, inferences, and any potential biases will be 

explained. The synthesis of findings was presented in a narrative that 

reflects the themes on the guidelines and models used in integrating 

rehabilitation in PHC in BRICS. The studies were divided into 

subgroups according to whether they refer to guidelines or models for 

integrating rehabilitation services. They were characterised according to 

the type of rehabilitation service provided, e.g. physical rehabilitation, 

mental health or speech/hearing.  
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Appendix C: Written Permission from Gauteng Department of 

Health 
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Appendix D: PHC Facility Information Sheet 

 

FACILITY INFORMATION SHEET 

Project Title: Integrating rehabilitation services at Primary Healthcare level in Gauteng, 

South Africa 

Good Day, 

My name is Lebogang Maseko from the Occupational Therapy Department at the University 

of the Witwatersrand faculty of Health Sciences. I am investigating the manner in which 

rehabilitation services are currently delivered in PHC and the extent to which they are 

integrated. We would be most grateful if you would consider participating in this work. 

Why are we doing this? The White Paper on a National Health Insurance (NHI) 2015, specifies 

primary healthcare (PHC) reengineering as one of the action plans for the transformation of the 

health system in South Africa. The re-engineering of PHC aims to increase access of health 

services to the general public as well as to improve the quality of health services within the 

district health system. 

Although rehabilitation services are currently provided at the primary platform, health service 

planning and provision have overlooked rehabilitation as a component of PHC. The existing 

national and international policies and guidelines recognise the need for the integration of 

rehabilitation in PHC, however they fail to address the extent to which rehabilitation services 

should be organised and delivered. Thus the need to review rehabilitation services at PHC level 

so as to establish the current service delivery landscape and to enable the development of a 

framework for integration within the proposed National Health Service (NHS). There is 

inadequate clarity in the implementation of existing policies on integrated rehabilitation 

services. 

What do we expect from the participants in the study? We would like to find out what 

rehabilitation services are provided in this community, by whom and to whom. The researchers 

would like to access the records of the patients seen for rehabilitation at this facility. 
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Are there benefits to the participants? There are no direct benefits to you in this study, however 

at the end of the study we will present our findings, and answer questions that you may have. 

May participants withdraw from the study? Certainly, they may do this at any time without 

having to give a reason. Remember that the study is completely voluntary and not taking part 

in it, or withdrawing from it, carries no penalty of any sort. 

What about confidentiality? Confidentiality will be maintained by the use of a code instead 

of names on all records that will be reviewed and the facilities they were accessed from. Only 

the researcher and research assistants will have a list of names and codes to enable the code to 

be linked to a particular person or facility. This list will be kept locked in an office. 

If you have any queries, more information may be obtained from Lebogang Maseko at 

telephone number (011)717 3701. 

If you are happy for your facility to take part in the study, please read and sign the attached 

consent form. 

Contact details of the researcher and for ethical concerns and questions the Chairperson of the 

ethics committee Prof Penny at clement.penny @wits.ac.za via the administrative offices: Ms. 

Z Ndlovu/ Mr Rhulani Mkansi, Tel: 011 717 2700/2656/1234/1252, or email: 

Zanele.ndlovu@wits.ac.za; Rhulani.mkansi@wits.ac.za. 

 

Thank you 

Lebogang Maseko 
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Appendix E: PHC Facility Consent Sheet 

 

FACILITY CONSENT SHEET 

Project Title: Integrating rehabilitation services at Primary Healthcare level in Gauteng, 

South Africa 

1. I have been given Facility Information Sheet which explains the nature and processes 

involved in this study, which is attached hereto; 

2. I was given time to read it, or had it read to me, in the language I best understand; 

3. I was given time to ask any questions I wanted to and found any answers given to me 

to be reasonable and satisfactory; 

4. I believe I fully understand why the study is being conducted and what the intended 

outcomes will be; 

5. I understand that there will be no immediate benefit to the me/facility, should I agree to 

participate, nor will I/the facility receive any payment; conversely, participation will not 

cost me/the facility anything but my time; 

6. I understand that, even if I initially consent to take part in the study, I may subsequently 

withdraw at any time and would not be required to give any reasons; if that happened, 

any data collected about me/the facility for the purposes of the study would immediately 

be destroyed, unless I give consent for it to be retained; 

7. I have been given a range of contact details, listed below. If I require further information 

or become concerned about any aspect of this study I am free to speak to any of these 

contacts. 

Contact details: 

Lebo Maseko, Principal Investigator, telephone no. 011 717 3701, or by e-mail at 

Lebogang.maseko@wits.ac.za. 

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the 

University of Witwatersrand, on telephone no. 011 717 2301, or by e-mail at 

Clement.Penny@wits.ac.za. 

mailto:Lebogang.maseko@wits.ac.za
mailto:Clement.Penny@wits.ac.za
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Ms. Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or 

1234, or by e-mail at: Zanele.Ndlovu@wits.ac.za or Rhulani.Mkansi@wits.ac.za 

 

Name of facility representative: _______________________________ 

Name of facility: ________________________________________ 

Date:   ________________________________________ 

Place:    ________________________________________ 

Signature or mark ________________________________________ 

 

Witnessed by: 

Name of Witness: ________________________________________ 

Signature: ________________________________________ 

Date:    ________________________________________ 

  

mailto:Zanele.Ndlovu@wits.ac.za
mailto:Rhulani.Mkansi@wits.ac.za
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Appendix F: Record Review Data Extraction Form 
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Appendix G: Service Provider Interview Guide 
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Appendix H: Activity Participation Self-evaluation Form: 

Rehabilitation Outcome of Service Users (Adopted from Zhao 

T, Kwok JKF, 1992) 

 



 

222 
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Appendix I: Service User Interview Guide 
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Appendix J: RE-AIM Dimensions and Items Evaluated and 

Presented in This Study (Adopted from Glasgow et al., 1999 

and Kessler et al., 2013) 

RE-AIM dimension level of evaluation Measurement/objective Outcome 

REACH 

Proportion of the target 

population that 

participated in the 

intervention. 

Individual  

Objective 2 

Patient record review: 

coverage looking at the 

number of people in need of 

rehabilitation services and 

access them 

Rehabilitation 

services have 

inadequate reach 

based on the number 

of people who 

require 

rehabilitation but do 

not access the 

service 

Objective 3 

In-depth interviews with 

service users: 

experiences/perceptions of 

access to rehabilitation 

services 

EFFECTIVENESS 

Success rate of 

implementation 

Individual  

Objective 3 

In-depth interviews with 

service users: 

experiences/perceptions of 

outcomes of rehabilitation and 

broader outcomes (e.g. 

measure of quality of life)  

Perceived to be 

effective in 

enhancing 

functional abilities, 

social participation, 

and wellbeing 

ADOPTION 

Proportion and 

representativeness of 

settings that provide 

rehabilitation services. 

Setting/organisation  

Objective 2 

Record review: percentage of 

settings that provide 

rehabilitation services across 

the number of settings in the 

Johannesburg Metropolitan 

District  

Only nine of the 125 

PHC clinics and 

CHCs in the 

Johannesburg 

Metropolitan 

District provide 

rehabilitation 

services 

In-depth interviews with 

rehabilitation service 

providers looking at 

perceptions of 

barriers/facilitators to 

integrating rehabilitation 

services. 

 

IMPLEMENTATION 

Extent to which the 

rehabilitation services are 

provided as intended in 

the real world.  

Setting/organisation  

Objective 2 

In-depth interviews with 

rehabilitation service 

providers: perceptions of 

integration of rehabilitation 

services and the extent to 

which they are integrated as 

intended 

Flawed system with 

inadequate 

resources, a 

disconnect between 

policy and practical 

implementation, and 

financial constraints 

that compromise the 

delivery of services 

Objective 3 

In-depth interviews with 

service users: perceptions of 

cases of successful 

rehabilitation (e.g. percentage 

of perfect delivery or calls 

completed, etc.- adherence or 

consistency) 

Mainly attend 

rehabilitation once a 

month and are 

satisfied with 

rehabilitation 

services. 

Services not 

consistently 
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RE-AIM dimension level of evaluation Measurement/objective Outcome 

available across the 

various disciplines, 

mainly occupational 

therapists and 

physical therapists 

and very little 

Audio. 

MAINTENANCE 

Extent to which a program 

is sustained over time 

Individual level 

Objective 2 

In-depth interviews with 

rehabilitation service 

providers: perceptions of 

long-term effects of 

rehabilitation 

Improvements in 

mobility, self-

perception, and 

quality of life were 

reported for adults 

and children. 
Children also 

experienced positive 

changes in 

community, social, 

and civic life. 

Objective 2 

Patient record review: loss to 

follow up in subcategories of 

physical rehabilitation, mental 

health and speech and hearing 

Organisation/setting 

level 

Objective 2 

In-depth interviews with 

rehabilitation service 

providers: perceptions of 

policy on integrating 

rehabilitation in PHC and 

extent to which policy is 

implemented  

Rehabilitation 

personnel, out of 

their commitment to 

patient care, use 

creative ways to 

ensure service 

delivery 
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Appendix K: Ethical Clearance Certificate Human Research 

Ethics Committee (Medical) 

Certificate No: M190466 
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Appendix L: Patient Permission to Access Records and Follow-Up 

 

PATIENT PERMISSION TO ACCESS RECORDS AND FOLLOW-UP 

Project Title: Integrating rehabilitation services at Primary Healthcare level in Gauteng, 

South Africa 

I hereby consent to the access of my records by the researchers and for them to follow me up: 

I understand that: 

1. My records will be reviewed from the facility at which I accessed rehabilitation services 

and I will be followed up by the researcher and the research supervisor. 

2. Any information retrieved from my records that could identify me will be removed, 

3. I understand that, even if I initially consent for my records to be reviewed, I may 

subsequently withdraw at any time and would not be required to give any reasons; if 

that happened, any data collected about me for the purposes of the study would 

immediately be destroyed, unless I give consent for it to be retained. 

4. Anyone wishing to access this information in the future will first have to obtain the 

approval of the Human Research Ethics Committee (Medical) of the University of the 

Witwatersrand, Johannesburg 

5. I have been given a range of contact details, listed below. If I require further information 

or become concerned about any aspect of this study I am free to speak to any of these 

contacts. 

Contact details: 

Lebo Maseko, Principal Investigator, telephone no. 011 717 3701, or by e-mail at 

Lebogang.maseko@wits.ac.za. 

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the 

University of Witwatersrand, on telephone no. 011 717 2301, or by e-mail at 

Clement.Penny@wits.ac.za. 

mailto:Lebogang.maseko@wits.ac.za
mailto:Clement.Penny@wits.ac.za
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Ms. Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or 

1234, or by e-mail at: Zanele.Ndlovu@wits.ac.za or Rhulani.Mkansi@wits.ac.za 

 

Name of participant: ________________________________________ 

Name of parent/guardian (minors): _____________________________ 

Name of facility: ________________________________________ 

Date:   ________________________________________ 

Place:    ________________________________________ 

Signature or mark ________________________________________ 

 

Witnessed by: 

Name of Witness: ________________________________________ 

Signature: ________________________________________ 

Date:    ________________________________________ 

  

mailto:Zanele.Ndlovu@wits.ac.za
mailto:Rhulani.Mkansi@wits.ac.za
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Appendix M: Participant Information Sheet 

 

INFORMATION SHEET 

Project Title: Integrating rehabilitation services at Primary Healthcare level in Gauteng, 

South Africa 

Good Day, 

My name is Lebogang Maseko from the Occupational Therapy Department at the University 

of the Witwatersrand faculty of Health Sciences. I am investigating the manner in which 

rehabilitation services are currently delivered in PHC and the extent to which they are 

integrated. We would be most grateful if you would consider participating in this work. 

Why are we doing this? The White Paper on a National Health Insurance (NHI) that was 

released in 2015, states that primary healthcare (PHC) reengineering is one of the action plans 

in order to change the health system in South Africa. The re-engineering of PHC aims to 

increase access of health services to the general public as well as to improve the quality of 

health services. 

Rehabilitation services are being provided at the primary platform, however health service 

planning and provision have overlooked rehabilitation as a part of PHC. The national and 

international policies that exist as well as the guidelines all acknowledge the need for the 

integration of rehabilitation in PHC, however they do not tell us the extent to which 

rehabilitation services should be organised and delivered. This is one of the reasons we need to 

review rehabilitation services at PHC level so that we can establish the current backdrop in 

which services are being delivered in order to develop a framework for integration in the 

proposed National Health Service (NHS). 

What do we expect from the participants in the study? We would like to find out what 

rehabilitation services are provided in this community, who provides them and to whom they 

are provided. The researchers will access your medical records at the facility where you were 

seen and follow you up to ask you questions about your rehabilitation journey from the time 

you left the hospital. We would like to know how you came to have rehabilitation input and 
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whom you saw/received this input from. This will be done in an interview, which will be audio-

recorded to ensure we capture all the information you provide. 

Are there benefits to the participants? There are no direct benefits to you in this study, 

however at the end of the study we will present our findings, and answer questions that you 

may have. 

May I withdraw from the study? Certainly you may do this at any time without having to 

give a reason. Remember that the study is completely voluntary and not taking part in it, or 

withdrawing from it, carries no penalty of any sort – your rehabilitation will not be influenced. 

What about confidentiality? Confidentiality will be maintained by the use of a code instead 

of names on all results. Only the researcher and research assistants will have a list of names and 

codes to enable the code to be linked to a particular person. This list will be kept locked in an 

office. The audio-recordings will also be kept in a locked office and will be erased within either 

(a) two (2) years of the publication of the research findings, or (b) six (6) years, if no 

publications arise from this research. 

If you have any queries, more information may be obtained from Lebogang Maseko at 

telephone number (011)717 3701. 

If you are happy to take part in the study, please read and sign the attached consent form. 

Contact details of the researcher and for ethical concerns and questions the Chairperson of the 

ethics committee Prof Penny at clement.penny @wits.ac.za via the administrative offices: Ms. 

Z Ndlovu/ Mr Rhulani Mkansi, Tel: 011 717 2700/2656/1234/1252, or email: 

Zanele.ndlovu@wits.ac.za; Rhulani.mkansi@wits.ac.za. 

 

Thank you 

Lebogang Maseko 
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Appendix N: Participant Information Sheet for Parent/Guardian 

 

INFORMATION SHEET FOR PARENT/GUARDIAN 

Project Title: Integrating rehabilitation services at Primary Healthcare level in Gauteng, 

South Africa 

Good Day, 

My name is Lebogang Maseko from the Occupational Therapy Department at the University 

of the Witwatersrand faculty of Health Sciences. I am investigating the manner in which 

rehabilitation services are currently delivered in PHC and the extent to which they are 

integrated. We would be most grateful if you would consider participating in this work. 

Why are we doing this? The White Paper on a National Health Insurance (NHI) that was 

released in 2015, states that primary healthcare (PHC) reengineering is one of the action plans 

in order to change the health system in South Africa. The re-engineering of PHC aims to 

increase access of health services to the general public as well as to improve the quality of 

health services. 

Rehabilitation services are being provided at the primary platform, however health service 

planning and provision have overlooked rehabilitation as a part of PHC. The national and 

international policies that exist as well as the guidelines all acknowledge the need for the 

integration of rehabilitation in PHC, however they do not tell us the extent to which 

rehabilitation services should be organised and delivered. This is one of the reasons we need to 

review rehabilitation services at PHC level so that we can establish the current backdrop in 

which services are being delivered in order to develop a framework for integration in the 

proposed National Health Service (NHS). 

What do we expect from the participants in the study? We would like to find out what 

rehabilitation services are provided in this community, who provides them and to whom they 

are provided. The researchers will access your child’s medical records at the facility where they 

were seen and follow your child up to ask you/your child questions about their rehabilitation 

journey from the time they left the hospital. We would like to know how your child came to 
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have rehabilitation input and whom you saw/received this input from. This will be done in an 

interview, which will be audio-recorded to ensure we capture all the information that you/your 

child provides. 

Are there benefits to the participants? There are no direct benefits to your child in this study, 

however at the end of the study we will present our findings, and answer questions that you 

may have. 

May I withdraw from the study? Certainly your child may do this at any time without having 

to give a reason. Remember that the study is completely voluntary and not taking part in it, or 

withdrawing from it, carries no penalty of any sort – your child’s rehabilitation will not be 

influenced. 

What about confidentiality? Confidentiality will be maintained by the use of a code instead 

of names on all results. Only the researcher and research assistants will have a list of names and 

codes to enable the code to be linked to a particular person. This list will be kept locked in an 

office. The audio-recordings will also be kept in a locked office and will be destroyed after 5 

years in keeping with the HPCSA regulations. 

If you have any queries, more information may be obtained from Lebogang Maseko at 

telephone number (011)717 3701. 

If you are happy for your child to take part in the study, please read and sign the attached consent 

form. 

Contact details of the researcher and for ethical concerns and questions the Chairperson of the 

ethics committee Prof Penny at clement.penny @wits.ac.za via the administrative offices: Ms. 

Z Ndlovu/ Mr Rhulani Mkansi, Tel: 011 717 2700/2656/1234/1252, or email: 

Zanele.ndlovu@wits.ac.za; Rhulani.mkansi@wits.ac.za. 

 

Thank you 

Lebogang Maseko 
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Appendix O: Participant Information Sheet for Minors 

 

INFORMATION SHEET FOR MINORS 

Project Title: Integrating rehabilitation services at Primary Healthcare level in Gauteng, 

South Africa 

Good Day, 

My name is Lebogang Maseko from the Occupational Therapy Department at the University 

of the Witwatersrand faculty of Health Sciences. I am investigating the way in which 

rehabilitation services are delivered in PHC at the moment and how much they work together. 

We would be most grateful if you would consider participating in this work. 

Why are we doing this? Many laws in South Africa such as The White Paper on a National 

Health Insurance (NHI) 2015, have stated that primary healthcare (PHC) reengineering is one 

of the action plans to change the health system in South Africa. It is hoped that the re-

engineering of PHC will allow people to be able to get health services such as hospitals and 

clinics and also improve the quality of health. 

Rehabilitation services are being provided now at the primary platform, but we need to see and 

understand how they are provided so that we can develop of a framework that will make sure 

that they all work well together in the National Health Service. 

What do we expect from the participants in the study? We would like to find out what 

rehabilitation services there are in this community, who provides them and to whom they are 

being provided. The researchers will look through your medical records at the facility where 

you were seen and follow you up to ask you questions about your rehabilitation journey from 

the time you left the hospital. We would like to know how you came to have rehabilitation and 

whom you saw/received it from. This will be done in an interview, which will be audio-recorded 

to ensure we do not miss any of the information you give us. 

Are there benefits to the participants? There are no direct benefits to you in this study, 

however at the end of the study we will present what we found, and answer and questions that 

you may have. 
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May I withdraw from the study? Certainly you may do this at any time and you do not have 

to give a reason. Remember that you will be in the study because you want to be and not taking 

part in it, or withdrawing from it, will not have an effect on you – your rehabilitation will not 

be influenced. 

What about confidentiality? We will make sure that no one can tell who you are from the 

information you give us by using a code instead of your name on all results. Only the researcher 

and research assistants will have a list of names and codes so that we can link it to a particular 

person. This list will be kept locked in an office. The audio-recordings will also be kept in a 

locked office and will be erased within either (a) two (2) years of the publication of the research 

findings, or (b) six (6) years, if no publications arise from this research. 

If you have any queries, more information may be obtained from Lebogang Maseko at 

telephone number (011)717 3701. 

If you are happy to take part in the study, please read and sign the attached consent form with 

your parent/guardian. 

Contact details of the researcher and for ethical concerns and questions the Chairperson of the 

ethics committee Prof Penny at clement.penny @wits.ac.za via the administrative offices: Ms. 

Z Ndlovu/ Mr Rhulani Mkansi, Tel: 011 717 2700/2656/1234/1252, or email: 

Zanele.ndlovu@wits.ac.za; Rhulani.mkansi@wits.ac.za. 

 

Thank you 

Lebogang Maseko 
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Appendix P: Participant Consent Sheet 

 

PARTICIPANT CONSENT SHEET 

Project Title: Integrating rehabilitation services at Primary Healthcare level in Gauteng, 

South Africa 

1. I have been given a Participant Information Sheet which explains the nature and 

processes involved in this study, which is attached hereto; 

2. I was given time to read it, or had it read to me, in the language I best understand; 

3. I was given time to ask any questions I wanted to and found any answers given to me 

to be reasonable and satisfactory; 

4. I believe I fully understand why the study is being conducted and what the intended 

outcomes will be; 

5. I understand that there will be no immediate benefit to me, should I agree to participate, 

nor will I receive any payment; conversely, participation will not cost me anything but 

my time; 

6. I understand that, even if I initially consent to take part in the study, I may subsequently 

withdraw at any time and would not be required to give any reasons; if that happened, 

any data collected about me for the purposes of the study would immediately be 

destroyed, unless I give consent for it to be retained 

7. I have been given a range of contact details, listed below. If I require further information 

or become concerned about any aspect of this study I am free to speak to any of these 

contacts. 

Contact details: 

Lebo Maseko, Principal Investigator, telephone no. 011 717 3701, or by e-mail at 

Lebogang.maseko@wits.ac.za. 

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the 

University of Witwatersrand, on telephone no. 011 717 2301, or by e-mail at 

Clement.Penny@wits.ac.za. 

mailto:Lebogang.maseko@wits.ac.za
mailto:Clement.Penny@wits.ac.za


 

240 

Ms. Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or 

1234, or by e-mail at: Zanele.Ndlovu@wits.ac.za or Rhulani.Mkansi@wits.ac.za 

 

Name of Participant: ________________________________________ 

Name of parent/guardian (minors): _____________________________ 

Date:   ________________________________________ 

Place:    ________________________________________ 

Signature or mark ________________________________________ 

 

Witnessed by: 

Name of Witness: ________________________________________ 

Signature: ________________________________________ 

Date:    ________________________________________ 

  

mailto:Zanele.Ndlovu@wits.ac.za
mailto:Rhulani.Mkansi@wits.ac.za
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Appendix Q: Participant Consent Sheet for Audio-Recording 

 

CONSENT FORM FOR AUDIO-RECORDING OF STUDY PARTICIPATION 

Project Title: Integrating rehabilitation services at Primary Healthcare level in Gauteng, 

South Africa. 

I hereby consent to audio recording of the interview. 

I understand that: 

1. The recording will be stored in a secure location (a locked cupboard or password 

protected computer) with restricted access to the researcher and the research supervisor. 

2. The recording will be transcribed and any information that could identify me will be 

removed, 

3. The recordings will be erased within either (a) two (2) years of the publication of the 

research findings, or (b) six (6) years, if no publications arise from this research 

4. Anyone wishing to access this information in the future will first have to obtain the 

approval of the Human Research Ethics Committee (Medical) of the University of the 

Witwatersrand, Johannesburg 

5. Direct quotes from my interview, without any information that could identify me, may 

be cited in the research report or other write-ups of research. 

 

Name of Participant: ________________________________________ 

Name of parent/guardian (minors): _____________________________ 

Date:   ________________________________________ 

Place:    ________________________________________ 

Signature or mark ________________________________________ 

 

Witnessed by: 
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Name of Witness: ________________________________________ 

Signature: ________________________________________ 

Date:    ________________________________________ 
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Appendix R: Participant Assent Sheet 

 

PARTICIPANT ASSENT SHEET FOR MINORS* 

Project Title: Integrating rehabilitation services at Primary Healthcare level in Gauteng, 

South Africa 

1. I have been given a Participant Information Sheet for Minors, which explains what this 

study is about; 

2. The study was explained to me and I understand what will happen if I take part; 

3. I was given time to ask any questions I wanted to and was happy with the answers I was 

given; 

4. I understand that I will not benefit from the study, should I agree to take part. I also 

understand that I will not be paid to take part in the study; taking part will not cost me 

anything either; 

5. I have been given a range of contact details, repeated below, should I require further 

information at a later stage, or have any cause for concern over anything which is done 

to me during the study; and 

6. I understand that even if I agree to take part in the study, I can change my mind later 

and stop being a part of the study 

7. My parent(s) or guardian(s) know that I have been invited to take part in the study. They 

agree that I may do so, but the decision to take part is also mine. 

Contact details: 

Lebo Maseko, Principal Investigator, telephone no. 011 717 3701, or by e-mail at 

Lebogang.maseko@wits.ac.za. 

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the 

University of Witwatersrand, on telephone no. 011 717 2301, or by e-mail at 

Clement.Penny@wits.ac.za. 

Ms. Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or 

1234, or by e-mail at: Zanele.Ndlovu@wits.ac.za or Rhulani.Mkansi@wits.ac.za 

mailto:Clement.Penny@wits.ac.za
mailto:Zanele.Ndlovu@wits.ac.za
mailto:Rhulani.Mkansi@wits.ac.za
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Name of Participant: ________________________________________ 

Date:   ________________________________________ 

Place:    ________________________________________ 

Signature or mark ________________________________________ 

 

Name of Parent or Guardian: _________________________________ 

Date:   ________________________________________ 

Place:    ________________________________________ 

Signature or mark ________________________________________ 

 

Witnessed by: 

Name of Witness: ________________________________________ 

Signature: ________________________________________ 

Date:    ________________________________________ 

* Defined as being persons under the age of 18 
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Appendix S: Contributor Roles Taxonomy (CRediT) (Allen et al., 

2019) 

Term Definition  

Conceptualization 
Ideas; formulation or evolution of overarching research goals and 

aims 

Methodology Development or design of methodology; creation of models 

Validation 

Verification, whether as a part of the activity or separate, of the 

overall replication/ reproducibility of results/experiments and other 

research outputs 

Formal analysis 
Application of statistical, mathematical, computational, or other 

formal techniques to analyse or synthesize study data 

Data curation 

Management activities to annotate (produce metadata), scrub data 

and maintain research data (including software code, where it is 

necessary for interpreting the data itself ) for initial use and later 

reuse 

Writing: Original draft 
Preparation, creation and/or presentation of the published work, 

specifically writing the initial draft (including substantive 

translation) 

Writing: Review and editing 
Preparation, creation and/or presentation of the published work by 

those from the original research group, specifically critical review, 

Commentary or revision, including 

pre- or post-publication stages 

Visualisation Preparation, creation and/or presentation of the 

published work, 

specifically visualisation/data presentation 

Supervision 

Oversight and leadership responsibility for the research activity 

planning and execution, including mentorship external to the core 

team 

Funding acquisition 
Acquisition of the financial support for the project leading to this 

publication 
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Appendix T: Letter from Language Editor 

 


