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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.l?

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.®

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.* 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.?

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

reduce disability in individuals with health conditions in interaction with their environment”
5pl

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”.1°
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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
life®,

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.®
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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.

e|ntroduction

eUnderlying philosophy and context of the study

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

ePaper 2: Perceptions of integrated rehabilitation services in primary healthcare in South Africa

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

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

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

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

eIntegrative discussion and proposed rehabilitation integration framework for PHC at district level

eConclusion

€€€€CcCEeex

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
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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 20152020,
specifies PHC reengineering as one of the key health system reforms for transformation.”®
Similarly, the National Development Plan 2030 specifies the provision of care to families and
communities by PHC teams as one of its action points.® 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.”® 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.!*3
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 disability>!*>8, 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).2 In line with this, 7.5% of the total population of South Africa have
a disability.?° Therefore, the planning of health services to improve health system performance

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

With this in mind, rehabilitation services are currently provided at all levels of healthcare in
South Africa.?? However, it is through PHC that improved health outcomes can be expected at
community level.?? Comprehensive PHC includes rehabilitation alongside preventive,
promotive, curative, and palliative care.?®>?* Muir,?> Arbesman,?® and Kingsley and Mailloux?’
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.

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.®
Literature has identified the challenges that negatively impact the capacity to deliver
rehabilitation services and patients’ rights to access rehabilitation.?2?%-32 The challenges include
bureaucratic inefficiencies,? lack of direction to operationalise rehabilitation services within a
PHC package,?>?2 and differing approaches to service delivery.?®2 Additionally, health
professionals’ perceptions and lack of understanding of disability were also identified as
challenges.?®? 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,



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.®® 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,®! 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.®® 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,3? 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.*

The NHI was introduced in South Africa in 2011.” One of the main criticisms by the
rehabilitation fraternity of the NHI White Paper was its limited reference to rehabilitation;?%3*
however, many of the health system concerns identified in the NHI policy documents can be

applied to rehabilitation service delivery issues.® These include aspects such as rehabilitation



services in the public sector providing services to the bulk of the population while carrying the

greatest burden of disease.®®

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.” 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.?236:3

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.*
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.X° 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 3 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.°

Specifically, it mentions at home/community, school, PHC facilities (clinics, community health



centres [CHCs]) and hospital based (district, regional, tertiary, central, and specialised).>” 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””®,

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.’
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.?2323%40 jijth 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.”84! 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.*? In addition, the WHO’s “Rehabilitation in Health
Systems: Guide for Action”* 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.



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.®* The FSDR in South Africa proposed integrating
rehabilitation services for people with disabilities within healthcare programs at all levels,
including PHC,*” but the progress implementing intersectoral rehabilitation services remains
limited.* 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 services*. The lack of
understanding is mainly due to the various words that have been used interchangeably with
integration in health service delivery literature® %6, For example, at a programme level, targeted
programmes that emphasize specific interventions have been called ‘vertical’, ‘categorical’,
‘stand-alone’ or ‘free-standing’ programmes®’. On the other hand, programmes whose elements
are integrated into health systems are known as ‘horizontal programmes’, ‘integrated health
services” or ‘horizontal approaches’®’. 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 level?8. 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 served®. 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-centred®!.

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 organisations?.
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

6



and other agencies, such as housing, social services and transportation®!. The resultant inter-
organisational relationships can improve quality and efficiency of healthcare services, for
example, by pooling the skills and expertise of the different organisations?. 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
perspective®®. 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-related?® and health gains are therefore better achieved when
people’s basic needs are met first®>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 professionals®>%,

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 individuals®®. 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 system?.
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 disability'®3"4>-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.*® 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.?® This variation in rehabilitation service delivery is
confirmed by Miji et al.*°, who refer to rehabilitation as fluid and subject to the changing
definitions and understanding of disability. Similarly, lemmi et al.>® 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.?®2%52 |n 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.’>® 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.>® 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



NHI Bill>* and the National Health Act,* underscore the significance of PHC as a cornerstone
of the country’s healthcare transformation.3°2 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.>

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.®® 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.%

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.>* 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.?841:°

Rehabilitation personnel are viewed as experts that ‘fix> people with disabilities.



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.>®

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.>’

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.%® Most importantly, the social model calls on rehabilitation
personnel to recognise and respect the experiences and expertise of people with disabilities. 47>
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.?® 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.?
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1.45 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.>®®2 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.>® 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.>%¢2

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.>” 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:

o 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

o 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.
o 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.
o 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.
o 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.® 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.®*
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PHASE 1: REHABILITATION SERVICES IN THE BROADER CONTEXT

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

2020-2022

delivery integration in PHC through a scoping review
Scoping review: Scoping of literature to describe the service guidelines, models, and protocols for integrating

rehabilitation in BRICS
Chapter 3:
Concurrent data collection

[ Paper 1
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2023-2024

PHASE 4: EVALUATION OF REHABILITATION SERVICES AND PROPOSED
REHABILITATION INTEGRATION FRAMEWORK FOR PHC AT DISTRICT
LEVEL

Objective 4: To propose a rehabilitation integration framework for PHC at district level in Gauteng, South
Africa
Desk analysis and synthesis

Figure 1.1: Diagrammatic representation of the overall study approach: A mixed methods approach with convergent parallel design
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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.% 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.%

The Johannesburg Metropolitan District encompasses 125 PHC clinics and CHCs across seven
regions, serving a population of 5.5 million;% 2.35 million of whom have monthly income that
falls below the upper limit poverty line of R1 227 per person.®® 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.%’

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.®” 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.® 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.”>"® 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.”>’* 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

15



with the multiplicity of purposes resulted in a comprehensive portrayal of complex concepts,
theories, or healthcare problems of importance.” 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 followed® "
by applying the five phases of a scoping review described by Arksey and O’Malley (Appendix

B).”® The scoping review is described further in the published manuscript’ 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,’® 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.’’
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.”® 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.”® 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.”

The service provider interviews are described further in a published article®® 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.
1932 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 1) that aimed to provide additional details about participants’
experiences or their caregivers’ observations of changes from pre-rehabilitation to post-
rehabilitation.8? 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.%®

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.®® 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
Jabareen®? 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).8 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.
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.* 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.®

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.®® 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.® 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.®’
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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.%

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.8% Therefore, the relationship between the concepts in this framework can be said to
be non-linear.®* All health systems must carry out some basic functions that can be broken down
into a set of six essential building blocks.®*%® The building blocks are used as a point of
departure, represented as influencing factors on integrating rehabilitation in PHC.%2%

22



Health systems
building blocks

Influencing factors

+ International
* National

Medical products,

vaccine technology Actors
* Rehabilitation personnel
. *  Other health
LeaderShlp & professionals RE-AIM
governance *  NGOs/NPOs Reach
: *  CHWs Effectiveness
*  Service Users Adoption
Service delivery * +  People with disabilities Implementation
*  Policy Makers Maintenance
H *  Managers
Financing * District
\ * Facility /
Information systems —— :
' Disability ;
N o Individual factors  freeeereeeereeensersneeens N
Health workforce ¢ Psychosocial factors

e Structural factors .

Integration

Figure 2.1 Conceptual framework using the health system building blocks from the WHO Health Systems Framework® and the RE-
AIM Framework®®
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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:*2

o 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;® 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.®

o 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.

o 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.

o Service delivery:

o Examine the models of service delivery for rehabilitation interventions, particularly
in PHC facilities and community settings;

o ldentify 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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o 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.

o 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.?24 Furthermore, it includes other sectors responsible for delivering improvements

in the social determinants of health.2442

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.%" 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.?" 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.*
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.>%! 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.?>3891190 |ntegrated rehabilitation services can be viewed at macro, meso, and micro
levels.'® 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 level®, 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 (CHWSs), 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.!®* McColl%2
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;%? 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.%? 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.%® 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.'®

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.!®? 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.1% 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.!% 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.® Since outreach PHC rehabilitation services
rely on strong partnerships between people with disabilities and their communities,
rehabilitation personnel, and community-based workers,® 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.1%>1% Self-management emphasises patients being
central to the network of health decision-making as a consumer and coordinator of their own
services,'%21% which is compatible with the rehabilitation philosophy of optimising

independence,'?

making it ideal for integrating rehabilitation services in PHC. However, self-
management requires a fair level of health literacy, which is low in South Africal®” 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.1%

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.%21% 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.2%?

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.®192108 |t js 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.®
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,'® 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,'® 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.'® 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.’®? 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.1*>-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.®®>19%11% 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.*

In this research, the RE-AIM Framework served as the underpinning structure for evaluating
the delivery and integration of rehabilitation services.®®1%112 The RE-AIM Framework has
been used in other studies to evaluate the collective impact of similar community-based public
health programmes,®8 and injury prevention interventions.'*® 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.®

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.!*®

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.!'* 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, | 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. | 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, | 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.®® My
perspective on health and disability aligns with the biopsychosocial approach outlined in the
ICF by the WHO.®! This approach acknowledges that health is influenced by personal and
environmental factors, highlighting the importance of context to understand health and
wellness®. 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.?® My experience in
rehabilitation units has underscored the significance of a multidisciplinary approach that
involves patients and their families in the rehabilitation process. However, | 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, | adopted a pragmatic approach and drew from constructivist assumptions
shaped by exposure to various theoretical perspectives. | view reality as subjective and used an
interpretive approach to understand the experiences of rehabilitation service providers and users
within PHC. Using lived experiences, | 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, | allowed the participants to express their views while also
acknowledging and recognising that I am part of the social world that | am researching®, 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

Service guidelines, models, and protocols for integrating rehabilitation services in
Title of publication primary healthcare in Brazil, Russia, India, China, and South Africa: a scoping
review
Lebogang Maseko, Hellen Myezwa, Natalie Benjamin-Damons, Denise Franzsen

Authors 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 3.2.1%° 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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ABSTRACT

Purpose: The WHO emphasises that rehabilitation services must be integrated into primary healthcare
as an inherent part of universal health coverage. However, there is limited research on the integration
of rehabilitation services in primary healthcare in low- and middle-income countries. The purpose of
this paper is to identify and describe the literature on service guidelines, models, and protocols that
support the integration of rehabilitation services in primary healthcare in the BRICS countries (Brazl,
Russia, India, China, and South Africa).

Methods: A scoping review guided by Arksey and O'Malley’s framework was conducted. Structured
database and website searches identified published and unpublished records from 2010, which were
subjected to eligibility criteria. Mendeley, JBI SUMARI, and Microsoft Excel were used to extract and
synthesise the data.

Results: The search strategy identified 542 records. Thirty-two records met the inclusion criteria.
Shared care and community-based rehabilitation were the most reported practice models, and the
implementation of the models, guidelines, and protocols was mostly described in mental health
services,

Conclusion: This review discusses BRICS countries’ rehabilitation service guidelines, models, and
protocols for primary healthcare integration and implementation challenges. Rehabilitation professionals
should rethink, realign, and apply existing models because of the lack of primary healthcare integration
directives.

> IMPLICATIONS FOR REHABILITATION

« The integration of rehabilitation services in low-resourced and remote settings can be improved by
involving community health workers and community rehabilitation workers in transdisciplinary teams.

« Peer support workers and community health workers can improve rehabilitation outcomes, particularly
through shared care models that emphasize peer-to-peer learning, mentoring, and coaching.

- Self-management interventions can have a positive impact on functional outcomes.

« Integrated rehabilitation services in primary healthcare can be supported through community-based
rehabilitation, which emphasises community involvement and engagement.
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Introduction

Changing global health trends over the last decade are placing
greater demands on health and social systems, which supports
the need for increased rehabilitation services for a variety of
health conditions for 2.41 billion people globally [1]. Individuals
with chronic diseases recognise that one of the biggest flaws of
current health systems is the absence of integrated rehabilitation
services at the primary healthcare (PHC) level which results in
negative health outcomes [2,3]. Integrating rehabilitation into the

health system at the PHC level is critical to bridge the gap in
service delivery, particularly in low- and middle-income countries
where health systems usually prioritise curative medical care [1].

However, despite the documented advantages of delivering
rehabilitation services at PHC level, there is a dearth of evidence
on how and to what extent rehabilitation services are integrated
into PHC. This could be because the WHO Rehabilitation 2030
guidelines only recently highlighted rehabilitation services in PHC
systems research [4]. In accordance with universal health coverage
in several nations and the increased global emphasis on disability
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[5-7], these guidelines suggest rehabilitation services should be
strengthened and integrated into PHC in accordance with current
epidemiological trends and demographic shifts [4].

It is being argued that rehabilitation is a fluid and complex
construct that requires varied levels of interdisciplinary collaboration
to respond to changing socio-political discourse that influences the
lives of people with disabilities [7]. The WHO operational framework
for PHC provides indicators that can be used to address the inte-
gration of rehabilitation in PHC [8]. The integration of these services
can be viewed from a variety of service delivery process perspec-
tives, including practice models, service protocols, and guidelines
[9-11]. To enhance the integration of rehabilitation in primary health-
care (PHQ), it is important to thoroughly review and re-evaluate the
current models, protocols, and guidelines. The process should con-
sider various perspectives that carefully reflect on the specific con-
text and the population served. Challenges that affect the integration
of rehabilitation services in PHC have been identified and can be
analysed in the context of the rehabilitation and health system
building blocks, which include governance and leadership, finance,
health workforce, technology, and information systems [12].

The literature identifies obstacles that hinder the capacity of
health systems to provide rehabilitation services and address
patients’ rights to access rehabilitation in PHC. Included in this
are international and local policies that fail to address the extent
to which rehabilitation services must be organised and delivered
for integration to be realised [13-15]. The lack of direction to
operationalise rehabilitation services within a PHC package [16-18]
is further hampered by a shortage of a rehabilitation healthcare
workforce [19-22] and varying approaches to service delivery
[17,23,24]. Furthermore, medical health professionals' perceptions
and lack of understanding of disability, the PHC model, and a
biomedical rather than biopsychosocial approach to healthcare
are recognised as affecting rehabilitation services [24,25]. Limited
research that specifically addresses the heterogeneity in the scope
and the extent of interdisciplinary rehabilitation services, including
the rehabilitation professions, namely occupational therapy, phys-
iotherapy, and speech and language therapy (SLT), is another
barrier to integrating rehabilitation services.

The limited prior research on the integration of rehabilitation
services into PHC in low- and middle-income countries is based
on a range of perspectives, including health system performance,
service quality intervention, and health programmes [26-31].
However, there has been no systematic mapping of models,

service guidelines, and protocols for integrating rehabilitation into
PHC in low- and middle-income countries. Therefore, this scoping
review aimed to identify and describe available models, service
guidelines, and protocols for integrating rehabilitation services
into PHC in Brazil, Russia, India, China, and South Africa (BRICS).

All five countries in the BRICS bloc are low- to middle-income
countries with emerging economies and are individually implement-
ing healthcare reforms to achieve universal health coverage [32].
The BRICS countries have significant pockets of poverty, marked
discrepancies between income levels within their populations, and
varying use of public and private health services [15]. Health chal-
lenges in these countries include an increase in the prevalence of
non-communicable chronic diseases and high inequalities in health
and healthcare access. In all these countries the public healthcare
systems use community-based health workers with limited training
to provide PHC services [33,34). A comparative table of overall health
policy, inception of PHC, rehabilitation integration, and rehabilitation
professional training is presented in Table 1.

Each country interprets the national and international rehabil-
itation guidelines differently and follows varying approaches to
integrate rehabilitation into PHC, depending on their available
resources and health infrastructure [35). The BRICS countries have
distinct policy directives to guide the integration of rehabilitation
services, but implementation in some remains problematic [33].

Rehabilitation infrastructure, resources, services, and personnel
vary across BRICS countries. Occupational therapy, physiotherapy,
and SLT training are available in all five BRICS nations. Rehabilitation
training has been offered for many years and is well established
in South Africa, Brazil, and India, but in China and Russia, reha-
bilitation programmes are underdeveloped, in their infancy, and
still expanding because they were only established during the
last 10years. The lack of clear integration guidelines and the vari-
ability in rehabilitation services highlight the need to identify and
describe the literature on service guidelines, models, and protocols
that support the integration of rehabilitation services in primary
healthcare in the BRICS countries.

Purpose of the scoping review

Arksey and O'Malley's [36] and Levac et al’s [37,38] scoping review
methodology was used. Reporting was conducted according to
the Preferred Reporting Items for Systematic reviews and
Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) [39].

Table 1. A comparison of overall health policy, PHC Inception, rehabilitation Integration, and professional training In the BRICS countries.

Country Overall health policy Inception of PHC Rehabllitation Integration Rehabillitation professional training

Brazil Universal, free healthcare guaranteed Family Health Strategy Introduced  Well-advanced Integration of Started In the 1950s and 19605
by the 1988 Federal Constitution In 1994 Community-based rehabliitation in PHC with Postgraduate courses
Primary care Is one of the main Interdisciplinary teams provide multidisciplinary teams Introduced In 2010 3]
piliars [1] PHC with a move away from Including OT, PT, and SLT [2]

dinics [1)

China Rehabllitation services Included as ~ Wide network of PHC clinks and  Rehabllitation services mostly Started iIn mainland China In 2010
part of health reforms since 2010 centres developed In the last provided at hospitals or clinks PHC rehabillitation provided by
4] 12years [5] 1s] midlevel workers trained In

traditional Chinese medicine (6]

India National Policy for Persons with Public-private heaithcare system [8] Rehabliitation services still Started In the 1950s Postgraduate

Disability 2005 (7] predominantly hospital-based courses Introduced In 20005 (8]
19]

Russla Revenues generated from state and  Federal Law on the Fundamentals  Rehabllitation services remain Rehabilitation medicine has existed
reglonal budgets, compulsory of Health Protection governs disjointed and need to be since 1917 the training of PTs
health Insurance, and numerous PHC and rehabllitation Integrated Into PHC [10] OTs and SLTs started more
enterprises recently [11)

SA Framework and Strategy for Health services remaln essentlally  Rehabllitation services still Started In the 1940s with

Disabliity and Rehabliltation In South
Africa 2015-2020 emphasizes need
for Integrated healthcare access [12]

dinic-based, curative, and slioed predominantly hospital-based postgraduate courses
[13] (13) Introduced In the 1970s [14]
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The methodology consists of the five stages discussed in the
following sections.

Stage 1: identifying the research question

The following research question guided the review: What are the
existing service guidelines, practice models, and service protocols
for the integration of rehabilitation services in PHC in the BRICS
countries? The population, concept, and context (PCC) acronym
[38] were used to define the research for this study.

Stage 2: identifying relevant studies

The search strategy was developed using an initial limited search
of Medline and CINAHL. The text words and index terms from
the results were used to create a comprehensive search strategy.
Further relevant studies were identified through searches of var-
ious databases, including Wiley Online Library, Scopus, and
ProQuest. Guidelines, protocols, policy reports, and newsletters
were sourced from the WHO website and institutional websites.
Additional articles were found through reference searches and
database alerts. Lastly, LILACS was searched for BRICS papers using
specific search terms (Table 2).

The search strategy aimed to locate both published and unpub-
lished studies. Filters were applied for database searches and
records were included according to the eligibility criteria (Table
3). The search was conducted in September 2022 and updated
in October 2023. The updated search yielded 22 additional studies,
but none qualified for inclusion in the review.

Stage 3: study selection

All identified citations were collated and uploaded into the
Mendeley reference manager and duplicates were removed. Two
independent reviewers screened the titles and abstracts against
the inclusion criteria for the review. Potentially relevant studies
were retrieved in full and their citation details were imported into
JBI SUMARI [40]. Thereafter, the full text of selected citations was
assessed in detail against the inclusion criteria. Any uncertainty
that arose was resolved through discussion or with a third
reviewer. Records were included in the study when there was

Table 2. Search terms.

Concept 1 Concept 2 Concept 3 Concept 4
“Rehabllitation™ AND “Brazil” AND “Guidelines®  AND “Primary
health
care”
OR OR OR OR
“Occupational “India” “Clinical “Primary
therapy” guldelines” care”
OR OR OR
“Physlotherapy” “China" “Practice guidelines™ “Primary
level of
care”
OR OR OR
“Speech and "Russia” “Models”
language
therapy”
OR OR OR
“Audiology” “South “Frameworks"
Africa”
OR OR OR
“Community "BRICS" "Protocols”
rehabilitation”
OR
“Physical
therapy”

INTEGRATING REHABILITATION IN PHC SCOPING REVIEW @ 3

agreement as to their suitability, The search results are presented
in a PRISMA flow diagram [41].

Stage 4: charting the data

The researchers created a Microsoft Excel custom spreadsheet for
data extraction, which was separately piloted by three reviewers
and amended based on their suggestions. The final spreadsheet
contained eight main headings, namely reference, country, aim
of the service, methods, service providers/setting/context, partic-
ipants, services described, and key findings from the source. The
included studies were classified according to the National Health
and Medical Research Council hierarchy of evidence [42], which
grades studies from Level | (highest level) to IV (lowest level) .
The studies were not critically appraised as this is not typically
done for scoping reviews [36,43].

Stage 5: extracting and reporting the results

Data were extracted based on three categories of interest, namely
practice models [9], service protocols [11], and service guidelines
[10] (Table 4). The authors of these studies presented the most
detailed description and characterisation of the concepts relevant
to rehabilitation services, which were used to guide an understand-
ing of rehabilitation integration in PHC. The data extraction included
descriptions and evidence for the integration of rehabilitation ser-
vices in PHC as well as the challenges to the integration of these
services. Records within each category were described based on
the country of origin and the manner in which the concepts were
applied in the integration of rehabilitation services.

Results
Search results

The result of the database searches is reported in the PRISMA
2020 flow diagram in Figure 1. The excluded records include
technical reports (n=31), medical device reports (n=23), statistical

Table 3. Eligibility criteria for selection of evidence/studies.
Eligiblity criteria Inclusion exclusion

Population (P)  Rehabilitation services, defined as  Any other rehabllitation
Occupational Therapy (OT), services, such as
Physlotherapy (PT), Speech podiatry, blokinetics,
Therapy (ST), and Audiology and others
(Audio)

Service delivery guidelines or
models, or protocols used at
PHC level and rehabllitation, or
services specifically designed
for people with chronk
conditions/disabilities.

Brazll, Russta, India, China, South  Other low- and
Africa middle-income

countries

Concept (C)

Context (C)

Published/produced from January
2010

Primary Healthcare services Hospitals, In-patient
facllities, acute and
sub-acute facllities

Publication
status

Published peer-reviewed studles,
and grey Iiterature

Existing policles on disability and
rehabilitation

English or translated Into English

Literature looking at primary and
secondary data as well as
guldelines

Language
Study designs
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reports (n=23), not from BRICS countries (n=39), does not include
rehabilitation (n=12), not based on PHC (n=7), does not address
concepts of interest, such as service protocol, practice model, and
service guideline (service delivery related) (n=111), and study
protocols (n=6).

Characteristics of included records

This scoping review did not include any Level | research, and the
majority of studies are classified as Level V {expert opinion and
text and opinion) and Level lll [1-3] studies. There was a total of
32 records from research conducted in BRICS countries, namely
Brazil (five studies), Russia (one study), India (three studies), China
(four studies), and South Africa (15 studies). There were also four
global records that were text and opinion pieces, and a review that
included studies from BRICS countries: Brazil (n=1) and South Africa
(n=3). All records were published between 2011 and 2021 (Table 5).

Review findings

Using the WHO Framework for Action [45] and WHO Guide for
Action [12], the findings concerning practice models, service pro-
tocols, and service guidelines and their application in integrating

Table 4. Description of concepts mapped.

Practice models [9] The conceptual framework and phillosophy that
underpin healthcare delivery. Practice models can
be regarded of as a relationship between client
populations’ problems, the goals of healthcare
practitioners, and the goals of healthcare systems
[16].

Physiclans, nurses and rehabilitation professionals are
co-located, resulting In a geographically defined
team.

Emanate from an Institutional base and concentrate
on providing professional services to people who
could not access them In thelr usual Institutional
location.

A case manager based on a referral and Intake
assessment, marshals and coordinates the
necessary services, Including rehabilitation
services, etther In the patient's home or other
community location.

Integration model where two providers with the
same professional background (usually medical),
one a speclalist and one a generalist palr up In
the provision of care, e.g., a psychiatrist and a
general practitioner.

Systematic provision of education and support by
health care staff to Increase service users' skill
and confidence In managing thelr health.
Emphasises the patient as consumer and
coordinator of his’/her own services.

Based on a community development philosophy,
where the role of rehabllitation professionals Is to
advocate for the Issues of people with chronic
diseases and disabilities and to assist In the
mobilization of community resources and
supports.

Act as an Impetus for quality teams to draw
together health worker professional standards
within a team:

- toImprove communications;

- toImprove the quality of service;

- to meet organisational goals.

Refer to any aspect of rehabllitation Intervention
which must be carrled out In a certaln manner
to:

- adhere to organizational polices,

- adhere to professional standards,

- guarantee reflability of the rehabilitation process.

- Clinic

- (Case management

« Shared care

« Self-management

- Community-based
rehabilitation (CBR)

Service protocols [17)

Service guidelines [18]

rehabilitation services into PHC are described in terms of gover-
nance and leadership, finance, service delivery, health workforce,
and technology and information systems (Table 5). A detailed
description of the review findings is presented in Table 7 (Online
Supplementary File).

Practice models

Practice models are the conceptual frameworks and philosophies
that underpin healthcare delivery. The transactional nature of
practice models considers the relationship between client popu-
lations’ problems, the goals of healthcare practitioners, and the
goals of healthcare systems [46]. Of the 32 included records, 27
were charted based on models for integrating rehabilitation and
primary care identified by McColl et al. [9] (Table 5).

The clinic model

The clinic model report outpatient clinics as the most common
method of integrating rehabilitation in PHC described in three
records [47-49] from China, Brazil, and Russia, respectively. Due
to inadequate transportation, long waiting times, and poor health
awareness, clinic access is difficult in all three countries. All clinics
have a doctor-led hierarchical structure, and in China and Russia,
there is limited access to rehabilitation professionals [47,48).
Governance, financial, and information concerns were highlighted
in Russia, including delays in regulatory framework approval and
limited resource access [47] (Table 6).

The outreach model

Three records [51,67,68] on telehealth and mHealth services
address outreach. These services provided a virtual outreach
model for integrating rehabilitation services, including psychoso-
cial rehabilitation with PHC e-health [67], and tele-audiometry to
screen hearing in South Africa [51]. In Brazil, a telehealth network
connected remote and rural areas to secondary care and special-
ised services, including rehabilitation, at reduced costs [68].
Governance challenges include unclear health professional roles,
insufficient rehabilitation services, confidentiality, and payment
for services [68].

Case management

Case management is the third model in integrated rehabilitation
service delivery, outlined in two reports. Lee [69] describes an
integrated service where patients with chronic physical conditions
receive rehabilitation and continuity of care in one setting case
managed by their doctor. The second source addresses the diffi-
culties of facility-based visits without case management, which
leaves patients with no continuity of treatment, no interpersonal
relationship with one multidisciplinary team member, and no
choice in PHC service locations [70).

Shared care

Shared care, described in nine records is the highest evidenced
model for integrating rehabilitation in PHC [49,50,52,67,68,71-74).
These records describe task-shifting and task-sharing in
community-based teams, as well as telemedicine or online practice
with collaboration between an interdisciplinary team of healthcare
workers and others [67]. Five records emphasise task-shifting for
integrating rehabilitation services, particularly in mental health
services [52,67,71-73), and include rehabilitation integration into
PHC involving community health workers (CHWSs). Although
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Figure 1. PRISMA 2020 flow dlagram displaying the selection method of qualified studies. From Page et al. [44].

Table 5. Characteristics of Included records (n=32).

All BRICS

Type of study No. of studles Included Brazil Russla Indla China South Africa Global
Case study 3 1 1 1

Analytical cross-sectional 9 0 3 1 3 2

RCT's 2 (] 1 1

Case control 1 0 1

Text and opinion 14 0 1 1 9 3
SR and syntheses 1 1
Interpretive and critical research 2 0 1 1

Total 32 0 5 1 3 4 15 4

Hanlon [71] is the first to propose this practice model, it was
previously effectively applied in the Community Care for People
with Schizophrenia in India experiment, providing evidence for
task-shifting in mental healthcare [52].

Telehealth or online practice projects involving health profes-
sionals are another type of shared care that uses peer-to-peer
sharing, learning, mentoring, and coaching [68] to promote mental
healthcare in South African PHC practice. Workforce challenges
related to the latter study include expensive data costs and training
of mental health specialists who do not focus on community-based
perspectives and understanding rural situations [67]. Moreover, in
South Africa data expenses affect the feasibility of supporting tele-
health and online practice services [67]. There are numerous gov-
ernance challenges in terms of shared care, and in their proposed
balanced care sharing model in PHC mental healthcare services,
Goldberg et al. [50] fail to consider any inter- or transdisciplinary
practices in rehabilitation services and focus on curative services.

Self-management
Three records emphasise self-management in PHC rehabilitation
service integration [53,67,71]. Empowering patients, carers, and

communities with information and support to self-manage has
improved outcomes in the innovative care for chronic illnesses
framework [71]. Similarly, PHC mental health services in South
Africa show good evidence for functional outcomes and quality
of life-based on self-management by families, carers, and patients
[67]. Self-help programmes with support groups, vocational inter-
ventions, healthy lifestyle interventions, carer burden reduction,
psychoeducation, and regular functional recovery reviews are
suggested [67].

Community-based rehabilitation

Six records report community-based rehabilitation (CBR) as the
final model for integrating rehabilitation services [51-56). Four of
the six records [51,54-56] specifically address CHWs, community
rehabilitation workers (CRWs), and community involvement in CBR
programmes where trained CHWs or CRWs offer rehabilitation
services in the community [51,52,55,56]. Cobbing et al. [56] use
a randomised control trial to evaluate mobility rehabilitation using
a CBR approach for HIV-positive patients by CRWs trained and
supervised by physiotherapists in South Africa. Bhutta [51] also
recommends using trained CRWs in CBR to provide general or
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targeted audiology and speech therapy services in low-resource
settings. Swanepoel [55) reports the successful screening of
pre-schoolers in a low-resource area for hearing and visual loss
using unemployed community members trained as CRWs,
Augustine [54] emphasises the importance of community
involvement in CBR to identify and develop programmes to pro-
vide rehabilitation services in schools for intellectually impaired
children in India. They found that community involvement
increases school support and ownership, and that CRW rehabili-
tation services at school and home visits reduce stigma and care
burden. However, gaining community access and facilitating com-
munity participation as well as the requisite resources for CBR
are time consuming and difficult [53]. These challenges in con-
junction with the lack of understanding of CBR by health and
other professionals, and a reluctance to shift away from a curative
medical perspective to recognise the social and rights-based
approach to community health management impede CBR [49,71].
The safety of CHWs while providing community services is also
emphasised [53] because it affects service delivery, as does the
lack of CBR rehabilitation programme efficacy outcomes [51].

Description of service protocols

Service protocols are multidisciplinary and include pre-set criteria
to be followed in defined situations to achieve a set of standards
to support specified patient care, which motivate quality teams
to improve communication and service quality within organisa-
tional goals [11]. Four records [60,75-77] describe screening or
intervention service strategies to improve service quality. Both
the screening protocols include rehabilitation integration in PHC,
The Protocol for Identification of Issues for Rehabilitation, based
on the International Classification of Functioning, Disability, and
Health, was developed in Brazil in a case study. This protocol
guides the screening of patients for referral and case management
in an interdisciplinary team in which rehabilitation professionals,
such as occupational therapists, physiotherapists, and SLTs working
in family healthcare centres are included [75].

The second service protocol includes only SLT services. CRWs
in South Africa were trained and implemented a low-cost pre-
school hearing screening routine using a mHealth point-of-care
diagnostic and cloud-based data storage, surveillance, and referral
system [76].

Both intervention protocols consider rehabilitation in mental
health in PHC and do not mention rehabilitation professionals,
such as occupational therapists. The first protocol uses task-shifting
and presents a service protocol for a hypothetical interdisciplinary
team needed to populate the integrated primary mental health-
care framework in South Africa. However, the protocol does
include rehabilitation for adult mental healthcare users in a rural
setting [77] where community mental health workers provide
psychosocial CBR programmes and weekly group and individual
therapy. Governance and service delivery challenges in the pro-
tocol include the lack of involvement of governmental district
health management structures. Community mental health workers
face limited structured communication and a lack of specialist
staff to supervise and support them, which affect their service
delivery and quality of care [77).

A second intervention protocol is described in a cross-sectional
analytical study from China [60]. In this study, a peer support
service protocol for rehabilitation services improves perceived
independence in activities and the social skills of people with
mental iliness attending PHC community rehabilitation. The service
protocol requires a high level of supervision and organisational
resources, but after one year, supervision can be reduced, making

the service protocol sustainable [60]. In this study, psychiatrists,
community doctors, and clinical psychologists trained and super-
vised peer service providers online [60].

Description of service guidelines

Service guidelines refer to principles or criteria that guide action
and are carried out to adhere to organisational policies and pro-
fessional standards to ensure the best possible outcomes and
reliable rehabilitation services [10]. Nine records from the review
discuss service guidelines [78-86]. Of the nine records, four [78-
80,87] report on service guidelines for human resource require-
ments, professional standards, and the reliability of the process
in PHC rehabilitation in the public and private health sector in
South Africa.

The four sources describe service guidelines for human resource
requirements within the PHC re-engineering approach proposed
by the Department of Health in South Africa. Daviaud and Subedar
[87] consider human resource requirements for clinic and com-
munity services but exclude rehabilitaion professionals. Later
quidelines, published in 2020, included criteria for ward-based
PHC outreach teams in a community-orientated primary care
approach [78]. This article includes the geographic delineation of
teams supported by a dietician, physiotherapist, occupational
therapist, pharmacist, social worker, and hospital-based specialists
to improve district health services [78]. However, professional
standards guidelines are only included for nutritionists to support
ward-based outreach teams, despite the inclusion of all services
at PHC clinics, community health centres, and environmental and
school health [82]. However, the study supports the recommen-
dations of Homer [80] who proposes guidelines for the develop-
ment of a mental health CBR service in South Africa that includes
occupational therapists as part of the team [80]. The private sector
quidelines for rehabilitation services in South Africa include ser-
vices offered in the community by rehabilitation professionals in
private practice, such as physiotherapists, occupational therapists,
and SLTs, which are mainly available to those with medical insur-
ance [79].

Service guidelines for professional standards are the second
component considered for the integration of rehabilitation into
PHC and are reported by three records [81-83]. In Brazil,
Molini-Avejonas et al. [81] analyses the professional standards
guidelines from the Ministry of Health for SLTs in family health
centres [81]. They found the SLTs working in a multidisciplinary
team met all guidelines related to professional service. Other
studies on professional standards in India [83) and South Africa
identify challenges, such as a lack of an interdisciplinary approach
and government interdepartmental collaboration. In India, the
Health and Education Departments and local self-governments
require linkage to the District Mental Health Programme to deliver
community rehabilitation services of an adequate standard to
children with intellectual disabilities [83]. A lack of inclusion of
all rehabilitation professions is also a concern since visits by phys-
iotherapists and SLTs are omitted from the interdisciplinary
approach [83].

A study in South Africa to develop a district mental healthcare
plan to integrate mental health services into chronic care pro-
poses collaborative care packages offered by CHW outreach
teams for depression, alcohol use disorders, and schizophrenia
in alignment with the WHO's Mental Health Gap Action
Programme. Services depend on psychoeducation provided by
PHC nurses and doctors and community-based psychosocial
rehabilitation groups facilitated by auxiliary social workers and
lay counsellors [82]. Service delivery in terms of professional
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standards is also impacted by structural and organisational chal-
lenges, high patient loads, and space constraints, which affect
practice and referrals [82].

The reliability of the process, the third component of service
guidelines for the integration of rehabilitation in PHC, are
reported on by two records [84,86]. The first study completed
an analysis of the time spent by the health interdisciplinary team
in home care based on guidelines provided by the Brazilian
Ministry of Health for the Better at Home Program [86]. This
determined whether the process in relation to staffing and the
organisation of the service met the needs of the population
served. The second is a study to confirm guidelines for the
reliability of rehabilitative care in South Africa for children living
with HIV. The recommendations from this study include the
change in the process of community screening and timely
referral to decentralised rehabilitative care in the home and
community [84].

Discussion

This study set out to identify and describe the practice models,
service guidelines, and protocols for the integration of rehabili-
tation services, including those offered by rehabilitation profes-
sionals (occupational therapy, physiotherapy, and SLTs) in PHC in
BRICS countries. Overall, the majority of records included in the
review are classified as low level of evidence that consists mostly
of opinion pieces. The highest number of records came from
South Africa, and four each came from Brazil, China, and India.
Only a few records from Brazil and South Africa present research
completed by rehabilitation professionals. The high number of
records from South Africa in comparison to the other BRICS coun-
tries may indicate that research in South Africa is routinely pub-
lished in English, followed by India.

Practice models

Data extracted from the literature are discussed using McColl
et al’s [9] six practice models for integrating rehabilitation into
PHC, namely the clinic, outreach, case management, shared care,
self-management, and CBR models. Although these models are
distinct, they may overlap, and more than one may be imple-
mented simultaneously. The reviewed studies indicate that reha-
bilitation is not integrated into the described programmes, which
typically involve only one or two professional groups with skills
in a single discipline and no interdisciplinary rehabilitation services
at the PHC level. However, research in Brazil emphasises the
importance of interdisciplinary teams in the community and the
integration of all practice models within PHC.

The clinic model

Qutpatient clinics are the preferred model for public PHC services
in both South Africa and India [8889]. This is also the case for
Russia [63] and China [57] where health reforms for integrated
preventive, therapeutic, and rehabilitative services based on the
International Classification of Functioning, Disability, and Health
have increased the number of PHC clinics and health centres.
These reforms have encouraged geographic co-location of a num-
ber of health professionals in each PHC setting, where the physical
proximity has improved interactions and knowledge exchange
[90]. In China, many patients are required to keep their own health
records as they are referred to different facilities and health
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professionals, including rehabilitation services, using a centralised
facility-based appointment system. However, patients reported
little continuity of care and felt that their freedom to choose and
remain with their healthcare team members for continuity of care
was not respected [70].

Popular as the clinic model is, the rehabilitation workforce
remains the greatest challenge in outpatient clinics, particularly
in China and Russia, due to the low number of trained occupa-
tional therapists, physiotherapists, and SLTs [64,91]. The attempt
to incorporate rehabilitation services, such as physiotherapy into
PHC clinics in Russia relied on a single accountable physician
trained to provide all medical and rehabilitation services in these
clinics [47]. Most rehabilitation services in China continue to be
physician-led and assisted by “rehabilitation therapists” who are
mid-level workers trained in techniques used by occupational
therapists, physiotherapists, SLTs, and traditional Chinese medicine
[70]. The integration of rehabilitation services remains poor, and
access to services is a challenge when the clinic model is used
to provide PHC [49]. Thus, a move away from clinics to family
health centres in the community in Brazil has brought integrated
rehabilitation services close to patients’ homes, overcoming chal-
lenges that impact service utilisation and health outcomes [92].
De Jesus Mari [93] concurs that the only way to achieve rehabil-
itation integration for mental health services is moving out of the
hierarchical fragmented medical model services with long waiting
times at PHC clinics. This model allows the interdisciplinary team
to share knowledge and take co-responsibility for cases using a
matrix support tool [93).

However, challenges remain, such as services being unequally
distributed across Brazil and concerns about the lack of clarity in
terms of the roles of the different health professionals within the
system [49]. Governance challenges, resulting in delays in the
regulatory framework required to support the organisation and
network of the PHC services at the clinic level, are reported as a
challenge, particularly in Russia [47]. These bureaucratic inefficien-
cies and lack of direction to operationalise services within the
PHC package negatively influence the capacity to deliver services
[17] and integrate rehabilitation services in PHC.

The outreach model

In contrast to the clinic model, outreach services emanate from
a PHC facility to people who cannot access them in their usual
facility setting. The integrated community-based services offered
in Brazil reflect an outreach model that includes home visits,
which is not described in other countries [49,93]. Outreach has
also been achieved in the form of telehealth, e-health, and
mobile Health (mHealth) [51,67,68]. The main advantage of these
services, reported in Brazil and South Africa, is the reduced cost
of providing services. In South Africa there is high evidence for
telehealth [94], which also overcomes geographical boundaries
and the need for travel to provide rehabilitation in mental
health and audiometry screening, promoting universal health
coverage [51,67]. In Brazil, the telehealth network achieved
similar goals by providing access to specialised services, includ-
ing rehabilitation [68). Many of the leadership and governance
challenges in the legal clarification of the roles and responsi-
bilities of service providers and users of telehealth reported
previously [51,67,68] may have been resolved during the
COVID-19 pandemic when telehealth services became a neces-
sity. Due to data costs and connectivity in middle lower-income
countries, the question arises of whether telehealth is an effi-
cient and effective method to integrate rehabilitation services
into PHC [67].
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The shared care model

Both the clinic model and outreach model suggest the use of
shared care to integrate rehabilitation services in PHC, either
through task-shifting (the delegation of components of care) or
through task-sharing (a collaboration with shared responsibility
for care when specific tasks are assigned to different HCWs) [71].
This supports the health workforce challenges to rehabilitation
service integration in PHC, where a lack of trained rehabilitation
professionals remains a concern, particularly in the BRICS and
other low- and middle-income countries [34]. Shared care involv-
ing trained CHWs or mid-level workers is recommended, but this
form of transdisciplinary working requires comprehensive training
by appropriate health professionals working in interdisciplinary
contexts [95).

While a shared care model has been proposed for low-income
South African communities [50], specific rehabilitation profession-
als, such as occupational therapists and physiotherapists are not
included, particularly for mental health. In this instance, the lack
of doctors in a rural setting resulted in task-shifting of all training
and supervision of mental health CHWs to mental health nurses
[73]. CHW training should be completed by practitioners in the
relevant specific rehabilitation discipline [80], particularly when
the goals of the service include establishing self-help and support
groups and livelihood and income-generating opportunities, which
fall within the scope of occupational therapy [71]. Furthermore,
having only nurses and medical specialists train CHWs negates
the transdisciplinary approach, undermines the role of rehabilita-
tion professionals, jeopardises the contribution of specific disci-
plines within rehabilitation [47], and fails to recognise their unique
competencies, skills, and knowledge as essential components of
PHC [96]. Lack of supervision of CHWSs by qualified rehabilitation
professionals may reduce the effectiveness and perceived need
for rehabilitation in the long term [97]. Evidence for the effec-
tiveness of task-shifting and -sharing strategies in South African
PHC for rehabilitation is lacking [67]. However, studies report
effective rehabilitation services in PHC for children living with HIV
[72], and the potential benefits of transdisciplinary mental health
management in Brazil, including communication and recognition
between healthcare workers and strengthened team bonds to
provide more comprehensive, integrated care [49].

’ Aol

The self- g
The self-management model advocates for increased empower-
ment of patients and the community in the ownership of their
health and wellbeing and is applicable within any of the models
described above. The literature emphasises these services that
should prioritise the transfer of knowledge and skills to individuals,
families, and the community in collaboration with mental health-
care users to promote mental health and prevent mental illness
[80]. Self-management can be supported by online or telehealth
services to reduce healthcare professionals’ workload while cap-
turing a larger audience [67]; however using self-management in
fragmented PHC services is challenging [71], and therefore inte-
grated PHC services are necessary.

The community-based rehabilitation model

Training CHWs to provide rehabilitation services is an effective
CBR model for integrating rehabilitation in PHC and includes the
delivery of home-based community care. Data extracted on CBR
emphasise improved functional and quality of life outcomes, the
significance of continued education and training, appropriate
supervision of CHWs, and the involvement of the community in

achieving health goals [51,53,98]. According to Augustine [54],
training community members as CHWs helps overcome community
stigma and opposition to community involvement, but the safety
of CHWs and the time needed for developing community involve-
ment remain concerns [53]. A rehabilitation programme for intel-
lectually impaired children in India, which included interdisciplinary
collaboration, report that positioning the community at the core
of identifying needs and developing programmes to deliver reha-
bilitation services enhanced CBR's success as a model for inte-
grating rehabilitation in PHC [54]. Success in CBR programmes in
South Africa is reported and includes improved functional mobility
in people with HIV where CHWs were trained in physiotherapy
skills [56] and CHWs trained by SLTs to effectively screen children
for hearing loss [51,55].

Service protocols

Service protocols facilitate service delivery within multi- and
interdisciplinary teams and this review found protocols for screen-
ing and intervention. These protocols should allow health pro-
fessionals to apply clinical judgement to implement them [99].

The collaborative development of a screening protocol involv-
ing all team members, including occupational therapists, physio-
therapists, and SLTs, was successful in guiding patient referral and
management within the interdisciplinary community-based teams
in Brazil. Implementation was facilitated by team involvement and
increased protocol acceptability in practice [75]. Similarly, a
low-cost hearing screening protocol for preschool children was
developed and implemented in South Africa, which supported
the transfer of SLT skills through CHW training [76]. While the
protocol was successful for screening, it lacked organisational
goals. This resulted in poor follow up and long waiting periods
for hearing assessments and intervention at local clinics [76],
impacting the integration of rehabilitation services.

A service protocol for intervention was proposed for the assess-
ment and treatment of adult mental healthcare users by a hypo-
thetical multidisciplinary team in a rural South African setting.
The protocol involves task-shifting to CHWs for delivering psycho-
social rehabilitation and interpersonal therapy groups but does
not include rehabilitation professions, such as occupation thera-
pists, which is concerning. Moreover, the absence of consideration
for district health management goals resulted in uncertainties
during project implementation [77]. In China, a peer support
programme was approved for individuals with severe mental ill-
ness in which mental healthcare users provide support under the
supervision of community doctors and clinical psychologists.
However, the lack of involvement of occupation therapists and
physiotherapists in training may have affected the quality of care
for specific interventions related to daily living skills, social skills,
and fine motor skill practice [87].

Service guidelines

Rehabilitation service guidelines are essential in PHC to ensure
equal distribution, affordability, and accessibility while adhering
to organisational policy and professional standards to make the
service acceptable to healthcare workers and consumers [80].

Organisational policies
South Africa implemented guidelines for ward-based outreach
teams in a community-orientated primary care approach to
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improve district health services and save costs [78]. These guide-
lines specify the geographic delineation and composition of PHC
teams, conditions of employment, and managerial oversight for
supervision and accountability [78). Furthermore, the guidelines
stipulate that a hospital or district-based dietician, physiotherapist,
occupational therapist, pharmacist, medical specialist, and social
worker must support the team; however, the training and super-
vision of the CHWs within the ward-based outreach teams exclude
rehabilitation services [78]. In the private healthcare sector, guide-
lines for rehabilitation services are limited to identifying codes
for prescribed minimum benefits that cover individual health and
rehabilitation services for those with medical insurance or paying
out of pocket [79].

Professional standards

Professional standards quidelines are crucial to ensure standards
of care are achieved by healthcare workers [87]; however,
non-adherence to these guidelines remains a threat to the inte-
gration of rehabilitation services in PHC. Studies from Brazil [81]
and India [83] show that weak guidelines affect care standards.
A study from South Africa indicates that non-compliance with
guidelines results in poor referral rates by PHC nurses to commu-
nity healthcare workers [88]. A crucial aspect of the successful
integration of rehabilitation services into PHC is the development
of clear comprehensive guidelines. Nonetheless, it is equally
important for the individuals responsible for implementing such
quidelines to ensure their appropriate execution [35).

Guarantee reliability of the rehabilitation process

Boas and Shimizu [86] analysed the time spent by the multidis-
ciplinary health team in home care to ensure the reliability of the
rehabilitation process in Brazilian services for the “Better at Home
Program"” domiciliary care [86]. They found differences within the
interdisciplinary PHC team for procedures in the home, with phys-
iotherapists following the community home visit guidelines for
intervention and assessment of patient safety, resulting in sus-
tained improvements in patients’ compliance [86). Similarly,
Maddocks et al. [84] suggest that service guidelines for integrated
rehabilitation for children living with HIV should consider the
context in which they live since home programmes provided by
hospital-based rehabilitation professionals are found to be unsus-
tainable due to the limited availability of trained professionals,
financial constraints, lack of time, and transport restrictions. They
also suggest that the guidelines should include community screen-
ing and simple home-based treatment strategies by CHWs to
improve the reliability of the rehabilitative process [84].

Limitations
As only data published or translated to English were included in

this review, unknown valuable data from studies published in
other languages may exist.

Conclusion

The integration of rehabilitation services in BRICS countries is
impeded by a shortage of rehabilitation professionals and limited
access to services, especially in remote areas. To address this
challenge, the involvement of CHWs and CRWs in transdisciplinary
teams has been proposed. Recruiting and training unemployed
community members as CRWs can improve access to rehabilitation
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services, especially in areas where healthcare professionals are
scarce. Peer support workers have been identified as a potential
model for improving rehabilitation outcomes and integrating reha-
bilitation in PHC through shared care and self-management. The
CBR model is confirmed as the most effective approach to inte-
grate rehabilitation in PHC, emphasising community involvement
in service provision through trained CHWs and CRWs. Implementing
CBR programmes can improve rehabilitation outcomes, ensure
effective service delivery, and promote community-based inclusive
development. Therefore, in low- and middle-income countries with
limited access to rehabilitation services, the use of CHWs, CRWs,
peer support workers, shared care, self-management, and the CBR
model present promising approaches to integrate rehabilita-
tion in PHC.
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Chapter 4: Paper 2: Perceptions of Integrated Rehabilitation

Service Delivery in a Metropolitan District

4.1 Introduction to Paper 2
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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.
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Background: There is a recognised need for rehabilitation services at primary health care
(PHC) level. In addition, there are clear policies (international and national) and guidelines for
use by healthcare planners in South Africa to implement rehabilitation services. Although
rehabilitation services are provided on the primary platform, its operationalisation has not
been in an integrated manner. Clarity on the level of integration within existing PHC
rehabilitation service delivery is required for its inclusion in a reengineered PHC.

Aim: The study explored the extent to which rehabilitation services are integrated into PHC
service delivery based on the expressed reality of rehabilitation professionals.

Setting: The Johannesburg Metropolitan District of Gauteng, South Africa.

Methods: In-depth interviews with 12 PHC rehabilitation professionals were completed to
elicit their experiences with PHC rehabilitation services.

Results: The theme the current state of rehabilitation services — ‘this is the reality; you need to do what
you need to do” along with its two subcategories, was generated from this study. The theme
describes the expressed reality of suboptimal, underdeveloped and poorly integrated
rehabilitation services within the Johannesburg Metropolitan District. Rehabilitation service
providers have adapted service delivery by including isolated components of rehabilitation
integration models, but this has not yielded an integrated service.

Conclusion: Rehabilitation services although recognised as a crucial service in PHC must be
critically analysed and adapted to develop integrated service delivery models. There should
be a shift from selected coping mechanisms to targeted, integrated services.

Contribution: The study describes PHC rehabilitation services and explores best practice
models for integrated service planning and delivery.

Keywords: occupational therapy; physiotherapy; speech therapy; audiology; universal health
coverage; service delivery; disability.

Introduction

As the global health community strives for universal health coverage (UHC) and health
equity in line with the 2030 Agenda for Sustainable Development,' there is renewed interest
in primary health care (PHC) informed by evidence from research.? Providing a continuum of
healthcare services at the community level improves mortality (maternal, newborn and
neonatal), life expectancy, mental health outcomes and reduces hospitalisations.® The
principles of PHC include equity, access, affordability and appropriateness of health services,
empowerment of people and sustainability of service provision.** The strength of PHC lies in
its adaptability to local needs where communities are the unit of intervention through a
comprehensive intersectoral approach,' making it particularly relevant for integrating
healthcare services.

Although existing international and national policies and guidelines recognise the need for
multidisciplinary PHC, which includes rehabilitation services, they fail to address the extent to
which rehabilitation services should be integrated, organised and delivered,® There is a
misperception that rehabilitation is a luxury and not essential care.® According to the World
Health Organization (WHO) global disability action plan, rehabilitation must be addressed as a
necessary service rather than a luxury supplement to promote the integration of rehabilitation
into PHC.” However, services delivered within a vertical medical model of care based on diagnosis

Copyright: @ 2024. The Authors. Licensee: AOSIS. This work is licensed under the Creative Commons Attribution License.
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act as a barrier to the effective integration of all services
including rehabilitation at a PHC level.™® A biopsychosocial
approach considering context-related problems as well as the
functional outcomes in relation to health” that places the
needs of the people at the centre of the system' is required to
support integration of services.

The need to scale up rehabilitation services at the PHC level
to achieve UHC for persons with disabilities or at risk of
disability is articulated clearly in the second objective of the
WHO Clobal Disability Action Plan 2014-2021 ‘Better health
for all people”.” In South Africa, the public health system is
largely inadequate in the provision and integration of PHC
rehabilitation services.”” Inadequate service provision in
South Africa results in a higher rate of unmet health
and community integration needs confounded by
geographical ” infrastructural ' attitudinal” and financial
barriers™ that continue to affect access to healthcare. In
addition, participation in daily life as an important outcome
to facilitate independence, social inclusion and quality of life
for those with functional limitations is lacking in service
provision.

Conceptual ambiguity of integrated rehabilitation might be
another hindrance to rehabilitation professionals” holistic
understanding of the suitability of the service at the PHC
level.” Consequently, rehabilitation professionals rely on
their own experiences and conceptual understanding of the
situation to guide their practice.” To explore and clarify
integration of rehabilitation in PHC, systems and services
should be considered over three levels, namely macro, meso
and micro levels." Integration takes place at the macro level
and refers to the alignment of policies and laws within a
system, including legal frameworks or national instruments,

Page 2 of 10 - Original Research

such as the Framework and Strategy for Disability and
Rehabilitation Services in South Africa.” Integration at the
meso level occurs both professionally and organisationally
with partnerships or teams coordinating services across
various disciplines, both within and between organisations.”
Integration at this level implies bringing together health with
other agencies such as housing, social services and
transportation.” The micro level refers to clinical integration
in providing care to individual patients and communities.”
The need for comprehensive care is greatest at the micro level
where information, decision-making and service delivery
responsibilities are shared by all health professionals™
specific to the person’s individual requirements. Micro-level
integration supported by connectivity is achieved through
intersectoral collaboration and a shared mission, vision,
values and culture between organisations, professional
groups and individuals.”

The advantage of integrated services in PHC including
rehabilitation is the effective use of the combined expertise of
the team rather than healthcare workers practising
individually

Table 1 provides a summary of the six models of practice for
providing rehabilitation services in an integrated approach in
PHC as described by McColl et al.” Tt describes the key
features of the model, its advantages and disadvantages.”
While the literature was derived mainly from the global north,
one can argue that the models are or could be implemented in
varying degrees in global south countries too.

In South Africa, the lack of rehabilitation personnel and the
employment of newly qualified rehabilitation professionals,
completing a year of community service, in clinic and

TABLE 1: The six models for integrated rehabilitation services delivery in primary health care.

Model Key features Advantages Disadvantages

Clinic mode! Family physicians or GPs, PHC nurses, and Efficiant from the p and R i from their social context, limiting
rehabilitation profassionals are co-located finthe  affords the ogportunny for ji jomt appowntmem: if the buopsychosouzl approach
same physical place), resulting in a geographically  necessary™
defined team.

O h model E; from an i | base and Often target remote or resource-poor locations If the outreach teams are not integrated into the
concentrate on providing professional services to  and attempts to simulate service offerings without community they serve, they may be perceived as
people who could not access them in their usual the infrastructure provided by the facility by using  visiting services
institutional location. mobile teams and satellite units

Self- 5 ision of ed and by  Involves the service users’ in managing their own Whie compaﬁble with the reh:bilit:ﬁon

model health care staff to increase patients” skdl and health and is compatible with the rehabilitation phy
confidence in managing their health problems hilcsophy ptimising independ selﬁmana;emen( requnres health literacy, which is

low in South Africa and other low- and middle-
income countries®

Case manag Acase ger, on the basis of a referral and Coordinates services, including rehabiitation Effactive case management relies on an

model intake 3ssessment, marshals and coordinates the  services at the PHC facility, the patient’s home or  understanding of rehabilitation, its value and place
necessary services, including family medicine and  other community locations, such as residential in patient care and cooperation from other
rehabilitation sarvices, either in the patient’s homes professionals involved in the patients” care
home or other :ommumtv location

Community-based Basedona hil h Typically results in broader, more far-reaching Typ-czllv, d isap that

rehabilitation the CBR model uses an munﬁ:scuplmvy and effects than could be achieved ona one—m-one reqmres 2 commitmant of time and energy overa

(CBR) medel plinary ch. The role of basis. The develop of P penod The ab: of
rehabilitation profassionals i m using thiz model is the rehabilitation team and other bers of the |2t h not only the sustainability

Shared care maodel

to advacate with people with chronic diseases and
disabilities to mobifise community rasources and
address community needs.®

Occurs when specialist professionals pair with 2

generalist or novice practitioner to collaborate on
patient management.

primary care team is 3 key issue.®

Inclusion of rehabilitation services in an integrated
shared model of service delfivery has potential
benefits for interprofessional teamwork.

of CBR hut the effective integration of
rehabilitation services.

No analogous medel bund ofspe:uallsbgenerallst

llatcration b Son personnel in
the primary care and tertiary care settings. Thus,
the efficiency of a shared care model requires
further examination.

Source: McColl MA, Shortt 5, Gocwin M, Smith X, Rowe K, O'8cien P, Donnelly C. Models for intagrating rehabilitation and primary care: A scoping study. Arch Phys Med Rehabil.
2003;90|9):1523-1531. https://doi.org/10.1016/j.3pmr.2009.03.017.

PHC, primary heslth care; GP, general physician.
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outreach services results in high staff turnover and little
opportunity for long-term skill development. Services are
often contextually inappropriate, unsuited to community
needs and lack experienced staff who have the skills to
integrate services into the community.

Interprofessional trust is central to the success of collaborative
relationships within the medical workforce* and requires
knowledge of the role, competencies, strengths and
limitations of other health workers in the team. As outlined
in many of the PHC rehabilitation integration models,
interprofessional trust is essential for multidisciplinary
teamwork and takes ime, professional maturity and patience
to develop. Contrasting professional values could potentially
affect the development of relationships between health
professionals and negatively influence the delivery of
integrated rehabilitation services in PHC. While rehabilitation
is team-orientated in theory,'® not all healthcare professionals
apply it in practice, therefore, limiting interprofessional
referral and collaborative partnerships that could benefit
patient care,

In South Africa, national policies and guidelines®”#
prescribe the integration of rehabilitation services in PHC
but are silent on how to achieve integration. At present,
this gap in policies and the absence of research that reports
on the extent of integration of rehabilitation services has
contributed to the lack of knowledge in rehabilitation
service integration in South Africa. To be successful within
PHC, rehabilitation must be collaborative, comprehensive,
efficient, cost effective and justified by evidence.” Using
integration as a core PHC principle is a means to investigate
the inclusion of accessible public health for all to achieve
the Sustainable Development Goals (SDGs) 2030.* The
WHO Rehabilitation in Health Systems: Guide for Action
(2019)° emphasises the need for research to ensure the
provision of rehabilitation services integrated into health
governance, services planning, financing and health
workforce initiatives. Identifying and clarifying the needs
of the clinical service and setting priorities for action are
suggested as the first steps to strengthen rehabilitation
and enact policies for integration into PHC. Rehabilitation
services are currently delivered at the PHC facilities in the
Johannesburg Metropolitan District. The extent to which
rehabilitation is recognised by policy makers and other
PHC service providers as an essential component of
integrated PHC service delivery is unknown. The study
aimed to explore the extent of integration of rehabilitation
services in healthcare provision at the PHC level according
to the expressed realities of rehabilitation professionals in
a specific setting, the Johannesburg Metropolitan District.

Research methods and design
Study design

To explore the realities of the integration of rehabilitation
services in PHC from the perspective of the rehabilitation
service providers, a descriptive exploratory qualitative
approach was followed.™
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Study setting

The study was conducted in the Johannesburg Metropolitan
District, which comprises 125 primary health care clinics and
community health centers (CHCs) across seven regions.” The
district serves a population of 5.5 million, with a significant
portion falling below the upper limit of the poverty datum
line.” The 81 clinics including 11 CHCs are provincially
funded and staffed by the Gauteng Health Department. Nine
of these provincial facilities provide rehabilitation services.®
Community health centers provide PHC services, 24-h
maternity services, accident and emergency services and
beds where healthcare users can be observed for a maximum
of 48 h. 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.™

Study population and sampling strategy

Rehabilitation professionals, including managers, employed
in the various PHC facilities in the Johannesburg
Metropolitan District, were included in the study. Purposive
sampling with stratificaion was used to recruit a
heterogeneous sample of experienced rehabilitation
professionals.™ The sample included participants from the
occupational therapy, physiotherapy, speech therapy and
audiology professions with work experience that they could
draw on. Participants were required to have a minimum of
2 years” working experience in PHC at the clinic level to
ensure that participants had sufficient rehabilitation service
provision experience, allowing them to comment on these
services. Rehabilitation managers needed at least 5 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.
Therefore, it would take longer for this knowledge to
develop in an in-depth way and thus the use of a five-year
experience criterion 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

In-depth interviews were conducted with the selected
participants to gather data. The interviews were carried out
at the various clinics as well as a central venue convenient for
the participants, when privacy at the clinics was not adequate.
The participants were asked to share their views on the
current state of rehabilitation services in the district. An
interview guide was developed to serve as prompts for the
discussion points. The interviews were conducted in English,
a common language among the participants.

Data analysis

The audio-recorded data from the interviews were
transcribed verbatim. An inductive approach was used for
data analysis, employing NVivo software version 11
(Lumivero). 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.® Thematic 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 that the
interpretation remained connected to the participants’
words.”

Ethical considerations

Ethical approval for the study was obtained from the
University of the Witwatersrand Committee on Human
Research Ethics (Medical) as well as the Johannesburg Health
District Research Committee (M190466). Purposive sampling
of the rehabilitation service providers aimed to ensure
transferability of the findings.* Two coders were involved in
the coding process, the researcher and an experienced
qualitative researcher. Inter-coder agreement was established
using a codebook. The coders developed preliminary codes
of the transcripts separately and then compared and agreed
on the coding. Prolonged engagement and data saturation
were achieved to enhance credibility.™ Themes were built
around the identified codes using a process of consensus.*In
addition, the analysed transcriptions were discussed with an
experienced researcher, and the transcripts were availed to
an independent researcher not involved in the study who
conducted independent analysis and coding to improve the
trustworthiness of the findings.™ The researcher maintained
a reflexive diary to reflect on her own role and minimise
biases. Member checking was performed by sending
transcribed notes to the participants for verification.”

Results

The majority of the 12 participants were female (n = 10),
occupational therapists (n = 5), in clinical roles (n = 6), rather
than managerial ones and had between 6 and 10 years of
experience (Table 2). The participants worked in 9 of the 81
provincially funded PHC facilities in the Johannesburg

TABLE 2: Demographic information and characteristics of the participants
according to their profession, position, years of experience, sex and highest
professional qualification achieved (n = 12).

Pnrticipll!t > Rehabilitation professions

: OT (== 5) PT(n=4) STEA(r=2) SIT(r=1)
Position
Clinical 2 2 1 1
Management 1 1 0 o
Both 2 1 1 o
Years of experience
2-5 1 [ 2 2
6-10 3 3 1 1
11+ 1 1 0 o
Sex
Male o 2 0 )
Female 5 2 2 1
Highest qualification
Bachelors 4 1 2 2
Masters 1 3 0 0

ST&A, speach therapy and audiclogy; SLT,

OT, occupati harapy; PT,
speach and language therapy.
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Metropolitan District and 8 of these facilities are CHCs and 1
is a clinic. The nine facilities are distributed across the five
sub-districts in the Johannesburg Metropolitan District.

A theme of the current state of rehabilitation services — “this is the
reality; you need to do what you need to do” was generated from
the data on the participants” perception and experiences of
the integration and comprehensiveness of rehabilitation
services in PHC in the Johannesburg Metropolitan District.
The theme expressed various suboptimal aspects in the
delivery of rehabilitation services in the Johannesburg
Metropolitan District and shows the creative and adaptable
strategies used to mitigate the contextual challenges in
meeting service users’ needs.

The participants’ descriptions within this theme expressed
the lived reality, perceptions and experiences of the
rehabilitation service at the coalface: the state of integration
of rehabilitation services into the health service in PHC
and the comprehensiveness of the service. The participants
expressed having to do their best pragmatically (Figure 1).

Category 1: Rehabilitation services are not what
they should be

This category speaks to the lack of comprehensive and
holistic services. According to the participants, rehabilitation
services in the Johannesburg Metropolitan District are
suboptimal. Services are characterised by differences
between physical and mental health services and a role
mismatch between hospital and community-based services.

Subcategory 1.1: More progress in physical than mental
health services

The first subcategory described the discrepancies between
the physical and mental healthcare services. The former was
described to be more established than the latter in the
Johannesburg Metropolitan District:

‘In terms of physical rehabilitation ... we have made lots of

strides.” (KI 1, female, OT)

In fact, they felt that mental health services are practically
non-existent in the district and that the odd activity that takes
place is mainly forced by regulations. For example, were it
not for the regulations, the mental health audits performed
by the rehabilitation professionals at the mental health non-
governmental organisations (NGOs) would not take place.

‘... [lIn terms of mental rehabilitation, I think it’s close to non-
existent ... it's mainly activities that we are forced by regulations
that are taking place.” (K1 1, female, OT)

Participants also felt that the mental health teams lacked the
complete complement of the psychosocial mult- and
interdisciplinary team that was present in the physical
rehabilitation teams:

“... [Flor the mental health teams, they never had the full team.

There is always one, you know, this one not there and that one
not there,” (KI 3, female, ST&A)
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FIGURE 1: The theme current state of rehobilitation services — ‘this is the reality; you need to do what you need to do’, with its corresponding categories, sub-categories,
and codes depicting the perceived sub-optimal state of rehabilitation services in PHC in the Johannesburg Metropolitan District.

Subcategory 1.2: Role mismatch: between prescribed District. In this district, rehabilitation professionals perceived
community health. centre services and current community themselves as adaptable and creative in ensuring service
health centre services delivery. Despite the participants’ perception that rehabilitation
Subcategory 1.2 refers to the participants’ views that services are suboptimal, they remain committed to assuring
rehabilitation services in the CHCs duplicated the medical rehabilitation service delivery. Their creativity and adaptability
model of hospitals to the point of operating as mini hospitals allow them to compensate for resource limitations by
and that this is exacerbated by an increased caseload of organising and executing rehabilitation services in accordance
patients with acute conditions or phases of illness: with the contextual demands. They also emphasised their
‘... [W]hat it shouldn’t be is a mini-hospital department ... You perceptions of specific areas of service delivery that have been
should not want to duplicate what you do in a hospital ... ata modified to assure service delivery.

clinic ...” (KI 2, female, PT)
Subcategory 2.1: Organising rehabilitation services to

The mini-hospital concept includes the manner in which meet contextual demands

services are delivered, and participants emphasised that they Rehabilitation professionals reported that they use monthly
see more acute clients who require curative, institution- multidisciplinary timetables and peer audits of services as
based, hospital-type services when the participants believed strategies to mitigate the demands that the increased patient
rehabilitation services on the PHC level should be conducting numbers place on them and ensure that services continue to
integrated health promotion and prevention of disability meet the patients’ needs. These strategies include monthly
campaigns in collaboration with all stakeholders, among planning within the rehabilitation team where activities such
other aspects. The increasing referrals of acute patients from as outreach, community visits and health campaigns are
hospitals were attributed to the workload pressures and staff captured on a shared calendar to manage the patient load
shortages in the secondary and tertiary hospitals. and staff distribution:

Consequently, the 60/40 work split in favour of community
work is not happening as it should, because of the influx of
acute patients. Therefore, the rehabilitation professionals felt
they are forced to focus more on clinic-based work instead of
community outreach as intended:

“So monthly we do a timetable, so we have a plan ... of when we
are in clinic, when we are out of clinic ... on outreach, then ... our
managers audit those.” (KI 4, female, OT)

There is also reciprocal peer auditing of aspects such as
"So, 60% is supposed to be out in the community, and 40% patient reports and intersectoral collaboration with the
supposed to be like in the clinic, outpatients. It actually does not Department of Education, for example, in health promotion
always work out that way because we get a lot of acute referrals.” and prevention campaigns. However, it is not possible for
(KI3, female, ST&A) rehabilitation professionals to conduct community visits for
at least 60% of their work time as stipulated in their job

Category 2: Strides and gains — Despite the description. Consequently, outreach and community visits

challenges, services continue

have decreased in frequency:
The second category highlights the persistent nature of “We do it [the audit] as a department ... the OT will ... grab a
rehabilitation professionals who continue to render services couple of the physio’s files ... audit ourselves, get our scores, ...
despite the challenges in the Johannesburg Metropolitan hand them over to our supervisor.” (K1 8, female OT)
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‘... Department of Education started coming in ... who fulfils

what roles ... a meeting was held with the Department of
Education ... & Health to ... come to this agreement.” (KI 9,
female, OT)

Health campaigns are organised on a much larger scale to
reach the target population, and they recognised that close
collaboration with various governmental departments, such
as social development, extends their reach:
‘So, we run a lot of campaigns ... So, we'll do a three day
warkshop ... getting them to take over a bit of our services ...
there’s more carryover because those community workers will
see the patients more often.” (KI 10, female, OT)

The expressed mitigation strategies are used as planning and
organisation tools to ensure that health promotion and
prevention rehabilitation services are delivered despite the
constraints of the current contextual challenges.

Subcategory 2.2: Perceived adaptations to service delivery
This subcategory describes the activities that the participants
felt they have adapted to facilitate the efficient delivery of
rehabilitation services in PHC facilities. Included in this is a
method to assign patients to receive either individual or
group therapy to ensure that services are person centred.
Once a patient has received one-on-one therapy for a time
period, they are progressed to group therapy where patient-
directed models of service delivery such as peer learning and
support are used:
‘... [Tlhe patients get seen for a specific number of individual
treatments ... After they’ve been seen for those required
individual sessions, they get put into a group setting.” (KI 2,
female, SLT)

The PHC facilities and referring hospitals have built good
working relationships, and they also hold cluster meetings to
enhance better communication and a more effective referral
process:
‘... [Platients are being referred well ... the referral routes are
good ... the communication has improved so much and has
improved the referral system so much.” (K1 6, male, PT)

On the basis of common responses to community needs, the
rehabilitation professionals have formed relationships with
other hospitals to develop standard operating procedures
within various working groups to enhance interdisciplinary
work efforts for integrated service delivery:
‘... [Clollaborating with other hospitals ... tried to
formulate our own SOP [standard operating procedures] ... within
different task or work groups ..." (KI 6, male, P'T)

we ...

Discussion

Based on the articulated reality experienced by rehabilitation
service providers, this study investigated perceptions
regarding rehabilitation service integration at the PHC
level.
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Rehabilitation services are not what they
should be

Rehabilitation professionals at the coalface in the
Johannesburg Metropolitan District in South Africa perceived
the rehabilitation  services as  suboptimal and
underdeveloped.” Services lack comprehensiveness and fail
to align with macro level health and PHC policies and
guidelines. Policies and guidelines speak to the principles of
access, equity and availability of comprehensive integrated
rehabilitation services,*#'4? which are not evident in the
rehabilitation services in the Johannesburg Metropolitan
District. Currently, the services are organised based on
vertical programmes that focus on specific patient diagnoses,
resulting in fragmented physical and mental health
services.'™” This lack of integration hinders effective service
delivery and collaboration.” Additionally, there is a
disconnect between hospital referrals and the available
resources in PHC, affecting the integration of rehabilitation
services. The disparity in service availability, including
human resources, greatly affects the continuum of care for
service users.® Notably, while physical rehabilitation is
relatively advanced, mental health rehabilitation is severely
lacking. The fragmentation of mental health and physical
rehabilitation is evident not only at an operational level in
terms of clinical management but also in the siloed approach
to management, which indicates poor policy implementation
of comprehensive rehabilitation services. A systematic
review by Wakida et al. confirms the poor integration of
rehabilitation services, particularly mental health, in PHC
is a common occurance. The rehabilitation philosophy
emphasises a comprehensive approach to patient care,
through a clear and continuous person-centred approach.®
The process of being person centred implies the need to
respond to patient needs and in this case mental health
services are underrepresented.

In the current study, the clinic model prevailed in the CHCs
in the Johannesburg Metropolitan District. According to
McColl et al.,” the clinic model is the most commonly
observed PHC rehabilitation integration model in multi-
provider PHC organisations. Despite bringing together
various rehabilitation healthcare providers in one location,
the clinic model, referred to as the mini-hospital structure by
the participants, remains deeply ingrained in institutional-
based medical practice patterns and culture. The clinic model
primarily focusses on the acute phase of care for patients
seen in CHCs, emphasising the intensive rehabilitation input
and frequent intervention compared to the chronic phase,
thus requires more time from rehabilitation professionals.™
Consequently, rehabilitation services are inadvertently
confined within the CHC rather than out in the community,*
compromising health promotion and secondary preventive
services as curative, institution-based medical model
interventions take precedence.”# A skewed focus on curative
services may reflect the burden of disease in South Africa.
Within the clinic model, health professionals tend to deliver
rehabilitation services within their usual scope of practice,
often in a condition-specific and isolated manner. Such an




approach has the potential to perpetuate siloed service
provision, hindering the integration of rehabilitation in
PHC.# In a siloed approach inefficiency may manifest as
patients are managed individually based on their diagnosis,
resulting in lengthy waiting lists and treatment delays.
Financial and geographical barriers may exacerbate
healthcare inaccessibility.*#

Unless specific measures are taken, locating services in the
clinic setting may negatively affect the philosophy of
integrated service delivery. An integrated service promotes
the use of trans-, inter- and multidisciplinary approaches,
which involves various interconnected health, social and
environmental organisations to address patients” and
communities” health care needs holistically.” In a clinic
setting, the patient as shown in this study is seen by individual
therapists and data are captured separately with no clear
system to integrate patient outcomes and interventions.
Another criticism of the clinic model is that it removes
patients from their social context, similar to institutional-
based inpatient services.” The services are often located far
from patients” homes and have long waiting times, leading to
patients spending the entire day at the clinic waiting to be

seen.”?

It is necessary to select models that are tailored to specific
services® Modifying or combining PHC rehabilitation
integration models to foster interprofessional collaboration
and effectively meet the needs of service users during the
rehabilitation process can greatly enhance outcomes and
enable rehabilitation professionals to adopt a holistic
approach. One potential adaptation for integrated services is
the outreach model, through task shifting and sharing to
community rehabilitation workers, which offers notable
advantages. Task shifting and task sharing in community-
based teams were previously effectively applied in mental
health services in India.* The task shifting and task sharing
model brings services closer to individuals, resulting in
improved health outcomes, consistent care provision and
reduced hospital admissions.” The outreach model as mainly
applied through rehabilitation professionals going out from
the clinics into the community, while having its benefits, does
not address the challenges faced by rehabilitation personnel
in terms of costs, travel and accessibility in South Africa.
Despite these obstacles, the participants demonstrated
pragmatism and outlined measures to ensure the continuity
of services.

Despite the challenges, service delivery
continues

Rehabilitation  professionals in  the Johannesburg
Metropolitan District acknowledge the challenges they face
in delivering effective services because of limited resources
and contextual demands. Despite these obstacles, they
remain optimistic and committed to service delivery,
employing various strategies to mitigate these difficulties.
Research suggests that health system actors, including
rehabilitation personnel, utilise absorptive, adaptive and
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transformative strategies in response to the challenges they
encounter.*

In the Johannesburg Metropolitan District, rehabilitation
professionals have adapted their outreach strategies to suit
their context. Although they face obstacles such as the cost
and availability of transport,* they collaborate with other
sectors, such as the Department of Social Development, to
conduct outreach campaigns and take advantage of the
economies of scale. Intersectoral collaborations allow for the
best possible use of resources and integration of public health
rehabilitation models. In this case, they use intersectoral
collaboration as outlined in the Community-based
rehabilitaion (CBR) model to rehabilitation integration.”
Intersectoral collaboration requires integrative cooperation
of different health professionals and blending complementary
competences and skills,” which lead to service integration
beyond the health sector” While the rehabilitation
professionals may not have explicitly reviewed the
components of CBR for a holistic approach, their commitment
to intersectoral collaboration is a step in the right direction
for adapting a PHC rehabilitation integration model and
improving inter-organisational relationships and service
delivery."#

Another mitigation strategy against limited resources and
competing contextual demands used by rehabilitation
professionals in this study is health promotion and
prevention. The rehabilitation professionals interpreted the
move to health promotion as part of the process of
progressing patients from individual to group therapy and
from health provider to patient focussed self-management
and empowerment as seen in the use of peer support
groups. The use of self-management as a model for
integrated rehabilitation into PHC is effective because it
embodies health promotion in which service users are the
masters and drivers of their own healthcare.? Self-
management imparts new skills and information to
patients, making them more confident and self-efficacious.”
The self-management model is compatible with the
rehabilitation philosophy as it optimises independence,
productivity and health-promoting social and economic life
choices. Self-management alleviates the demand on service
delivery because of high patient volumes, strengthens
transdisciplinary working and consequently rehabilitation
integration in PHC.”

The cooperation between the PHC, secondary and tertiary
level hospitals is a commendable step towards integrated
rehabilitation services. A functioning referral system connects
clients and their families to community resources to
enable effective rehabilitation.® Promoting awareness of the
rehabilitation service, expanding the services and building
relationships with other professionals are additional adaptation
strategies employed by rehabilitation professionals in this
study. Examples of this include collaborations with other
hospitals and formulation of standard operation procedural
procedures within working groups. Valentijn et al."? show that
professional integration creates shared responsibility for




service commissioning and fosters shared accountability,
problem solving and decision-making to achieve optimal
health and well-being,

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. In support,
Supper et al." indicate that the roles of each professional in
collaborative relationships are often loosely defined, relying
on trust and professional integration in the team. Indeed,
there is common professional knowledge used by all
healthcare professionals, and this knowledge is important
for developing shared frames of reference and service
delivery outcomes. Ultimately, integrated rehabilitation
services are based on conceptual models that recognise
that each profession has their own role to play in the
rehabilitation process.® Therefore, the concerted efforts by
the rehabilitation professionals in the Johannesburg
Metropolitan District to achieve integrated service delivery
through awareness and professional relationship building
must be supported and sustained by providing the
necessary resources including adequate staffing. Awareness
building and relationship building initiatives are fundamental
to fostering interprofessional trust, health workforce
efficiency™ and meso-level professional and organisational
integration.”” Members of the healthcare team are more
inclined to include rehabilitation in service delivery if they
understand the services and outcomes that can be
achieved.”

Recommendations

The influx of acute patients in PHC facilities is influenced
by the push for shorter hospital stays. Therefore, it is crucial
to advocate for measures that strengthen the community
level as a catchment area. Short-term solutions, such as
adapted outreach campaigns, used to cope with the
demands of treating patients in the acute phase of care
must give way to more concrete and viable service delivery
models and techniques. The outreach model through task
shifting of rehabilitation service provision to community
health workers, combined with the self-management model
through community empowerment and peer support,
needs to be explored and implemented through a well-
informed strategy. The strategy should include adequate
training and appropriate utilisation of community health
workers.

Intersectoral collaboration, as indicated in the CBR model,
between various governmental departments, along with
advocacy for rehabilitation posts in other governmental
departments, is needed. Furthermore, the shortage of
rehabilitation personnel posts in PHC can be mitigated
through the public-private partnerships proposed by the
National Health Insurance (NHI). For example, 75% of
occupational therapists work in the private sector, and
similar figures may apply to other rehabilitation services,
This presents an opportunity for rehabilitation professionals
in private practice to be contracted into the public sector. The
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intersectoral nature of integrated service delivery and PHC
requires a comprehensive multi-pronged approach that is
contextually relevant and applicable across multiple settings.
Existing rehabilitation service delivery models, such as the
clinic model, need to be critically analysed and new models,
which may involve a combination of the clinic model,
outreach, self-management, case management, shared care
and CBR, should be developed.

Conclusion

The expressed reality is that rehabilitation services are not
what they should be in the Johannesburg Metropolitan
District and remain underdeveloped and poorly integrated
into PHC, with suboptimal service provision and rooted in
the medical model. We need to examine the factors that
contribute to the difference in development and availability
between physical and mental health services. Generalists at
the PHC level are usually junior staff members who are
overwhelmed with their responsibilities. They need to have
access to real-time expertise, as is provided in a shared care
model of service delivery, where they would be paired with
more experienced personnel within the PHC team to promote
collaboration that is more horizontal.
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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

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

Title of publication 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
5.2.11° The full explanation of the terms is in Appendix S.
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5.4 Manuscript in Review

Barriers, facilitators, and the foture of integrated rehabilitation services in primary

health care in a South African metropolitan area.
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i Occuepational Therapy Department, School of Therapeutic Sciences. Faculty of Health
Seiences, University of the Witwatersrand, Gaoteng, South Africa
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Abstract

Background/Aims: The WHO's Behabilitation 2030 initiative emphasizes the need for
integrated rehabilitation services in primary healtheare (FHC), particularly in low and middle-
income countries (LMICs) to address the global shortfall in access to rehabilitation This study
aimed to explore the realities and expectations of rehabilitation personnel regarding the
integration of these services within PHC in the Johannesburg Metropolitan District, reflecting
specifically cn the barriers, facilitators and futere direction for the infegration of rehabilitation
SETVICES.

Methods: An exploratory qualitative approach was employed, involving in-depth interviews
with 12 rehabilitation professionals selected through purposive convenient sampling.

Participants were drawn from nine PHC facilities i the Johannesturg Metropolitan District.
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Data were analyzed thematically using NVive v.11 to identify emergent themes and sub-
themes.

Findings: Two themes, Barriers fo integrafed Rehabilitation and Facilitators and Future
Directions were generated from the siudy. The themes descnbed sigmificant barmers fo
integration, including flawed referral systems, human resource shortages, inadequate
nfrastructure, and gaps between policy and practice. Conversely, facilitators identified
included the potential for proactive attitudes, interprofessional collaboration, and partnerships
with local commmumities and private providers. The importance of employing discipline-specific
mid-level workers and enhancing student traiming for commmumity-level work was also
emphasised.

Conclusions: While substantial barners exist, opportuuties for improving the integration of
rehabilitation services mto PHC are evident. FEecommendations focus on enhancing referral
systems, equitable resowrce allocation, policy mmplementation, financial management
mmprovements, fostermg interprofessional collaboration, and strengthening commmnity
partnerships. These steps are cmwcial for ahigmng with the WHO's vision for integrated
rehabilitation services and improving access and quality of care within PHC settings.

Key words

Occupational Therapy, Physiotherapy, Speech Therapy, Andiclegy, Person-centred care
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INTRODUCTION

The WHO Behabilitation 2030 mutiative calls for strengthemng rehabilitation governance and
workforce to mtegrate rehabilitation into primary healthcare (PHC), especially in low and
middle-imncome countries (LMICs). The call emphasises strong mtersectoral links to meet
future needs associated with nniversal health coverage, while establishing robust intersectoral
connections (World Health Orgamsation, 2017). However, less than 50% of individuals in
IMICs who require rehabilitation currently have access to these services (World Health
Orgamization, 2019).

Neill et al., (2022) 1dentified barrers to the prioritization and mtegration of rehabilitation 1n
IMICs, largely attnbutable to issues suwrounding definitions. governance, and stroctural
factors. Additionally Cieza, (2019) lughlighted the lack of a vniversal understanding of
rehabilitation and the challenge of a domunant biomedical rather than biopsychosocial approach
to improving human fonchoning.

Many primary healthcare systems primanly follow a narrow biomedical model, focusing on
disability and epidemiological diagnoses associated with non-commmmicable diseases and
aging. This approach often overlooks the broader psychosocial factors that affect actiaty
participation (Word Health Organzation, 2001). Intersectoral cooperation comnmnity
engagement, attitudinal factors, and physical access are rarely emphasized in the provision of
primary healthcare services using the biomedical model (Neil et al.. 2022). Where
rehabilitation services are available, there is little interdisciplinary care, which if applied well
would redoce duplication of services and provide more cost effectrve care (Mlenzana & Frantz,

2017y

To address these challenges, there iz a need to advocate for the integration of a unified
multrdisciphnary rehabilitation service m PHC. This integration would mvolve professionals
such as occupational therapists, physiotherapists, speech and language therapists, and
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audiologists working fogether to optimise functioning (Cieza, 2019). However, in LMICs,
mcluding South Africa, the justification of disability as a population health threat remains a

challenge.

A literature search revealed that rehabilitation services, particularly in the public sectors of
ILMICs, face substantial linmtations. Healthcare policies in L.MICs often prioritize mortality
over primary healthcare and rehabilitation leading to a lack of awareness and evidence for the
benefits of rehabilitation (Kmg & Cieza, 2017; World Health Orgamisation, 2017). This
evidence gap has implications for policy development and implementation m LMICs (Africa
etal, 2022).

Where policy exists, the implementation by rehabilitation professionals mvolved in service
provision is complex. Senior rehabilitation managers who are expected to implement existing
polices have little opportumty to actively participate in important decisions concerning service
planning. organisation, and delivery. The implementation of these policies 15 therefore hindered
by lack of awareness and knowledge among rehabilitation professionals affecting the
understanding of their roles within the healthcare system (Razavi et al., 2019). Improving
policy awareness and knowledge among rehabilifation professionals can lead to more
successful policy implementation and better understanding of their roles within the healtheare
system (Africa et al | 2022).

Other than policy 1ssues, in LMICs including regions like sub-Saharan Africa, Asia. and Latin
America, there are significant obstacles stemming from a shortage of well-trained rehabilitation
service providers, resulting in madequate service deliverv (Agho & John 2017, Jesus et al |
2016; Naicker et al . 2019). These constrainfs encompass not only the scarcity of qualified
professionals but also the lack of appropriate infrastructure to support service provision
(Naicker et al., 2019). Furthermore, gaps persist in the availability of essential supplies and

assistive technology in countries such as Nepal (Dhakal & Groves, 2019).
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In South Afnica, there is a shortage of rehabilitation services in PHC. According to the National
Health Facilities Audit in 2013, only a small percentage of PHC facilities (less than 20%) offer
rehabilitation services, and just 2% of these facilities have dedicated space for such services.
(MNational Department of Health. 2013). The shortage of rehabilitation staff has led to restnicted
access to rehabilitation services and mefficiencies in aspects such as providing assistive devices
(Magaqga et al, 2021). The limuted service delivery may be atiributed to reduced job
opportunifies m the public sector, and underfunding of rehabilitation services in South Africa,
where these services are not given the same priority as medical curative services, resulting i

a declinmg workforce (Morns et al., 2021).

Previous research in South Africa which focused on the integration of rehabilitation into PHC,
mcluded therapists' perceptions of existing gaps m service delivery(Morris et al | 2021; Ned et
al.. 2017) and the lack of clanty on the role and implementation of rehabilitation in PHC (Africa
et al | 2022; Naidoo et al., 2016). Their experience and recommendations for rehabilitation in
PHC encompasses the clinic model when considerning the integration of these services (McColl
etal | 2009). The medical model 1s a barner to integration at the clinic level (Africaetal | 2022)
because it focuses primanly on impairments. Interventions within this model are individualised
within each rehabilitation service, with little to no case management (Naidoo et al | 2016).
Outreach and task-shifting models to integrate rehabilitation into PHC i South Africa have
not been fully utilised (McColl et al., 2009) and there 1s a lack of health promotion and disease
prevention services. Multidisciplinary teamwork and community-based rehabilitation models,
which involve comnmumities in identifying health needs and planning interventions, are also
underutilized. However, services such as caregiver traimng and support groups for people with
disabilities and their caregivers have been identified as important (Naidoo et al., 2016).

This situation exists despite Section 27 of the South African Constitution, which guarantees

the night to comprehensive healthcare (Department of Justice and Constitutional Development,
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1996). Aclieving comprehensive healthcare requres an effective and efficient healthcare
delivery system, spanming from PHC to tertiary care, as outhined in various policies, mmcluding
the National Rehabilitation Policy (National Department of Health, 2000, National Health Act
{Mafional Department of Health. 2011) and the Framework and Strategy for Disability and
Rehabilitation Services m South Africa 2015-2020 (FSDRESA) (National Department of
Health, 2015).

The National Health Insurance (NHI) aims to introduce universal health coverage (UHC) in
South Africa (National Department of Health, 2020). However, strategic documents on UHC
from the National Department of Health in 2020 indicate limited services at the clinic level and
none at the community level. The absence of rehabilitation in these key policy documents
reflects a lack of understanding of the importance of these services i the community. Thas lack
of emphasis on rehabilitation services in South Africa has led to inadequate planning and
mplementation, exacerbating the shortage of rehabilitation personnel, insufficient
mirastmucture and resources, and madequate referral pathways between healtheare levels, all of
which affect clients' access to PHC rehabilitation (Magaga et al., 2021; Ned et al., 2017).
Considering these challenges and complexities, the aim of this study was to determne the
realiies and expectations of rehabilitation personnel conceming the integration of
rehabilitation services within PHC. By exploning the barriers and facilitators to this mtegration,
this research seeks to guide the fiuture direction of rehabilitation services in PHC, ultimately
mproving access and quality integrated care.

METHODS

Study design

To assess the expectations and realifies of rehabilitation personnel on the integration of
rehabilitation services, an exploratory qualitative approach was followed. In-depth interviews

were carnied out with rehabilitation personnel.
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Sampling

Purposive conventent sampling was used to identify and recrt participants knowledgeable
about and expenenced 1n delivening services at the PHC level. Therefore. the study mncluded
participants with at least two years working expenience m PHC at a climcal level or at least
five years at a managerial level The participants were approached in their individual capacity
to participate in the interviews lasting one fo one and a half hours. The study included 12
participants, all of whom were rehabilitation professionals meeting the inclusion critenia.
Written consent was obtained from all 12 participants, and the interviews were audio-recorded.
Study setting

The research was conducted within the Johannesburg Metropolitan District, which comprises
125 primary health care clinics and commmumity health centers (CHCs) across seven regions
(City of Johannesburg. 2018). Rehabilitation services were available only m mine of the

provincial clinics, spatially distributed across the district.
Research procedure

Data collection took place either at the PHC facilities offering rehabilitation services or at the
researchers’ workplace when participants preferred a more private sefting. An inferview guide
with prompts was used to facilitate discussion points. Inferviews were conducted i English
and audio-recorded by the primary researcher and two tramned research assistants. Ethical
approval was obtained from both the Human Research Ethics Committee (Medical) of the
Faculty of Health Sciences at the University of the Witwatersrand (M190466) and the

Johannesburg Health District Research Commuttee (GP 201905 _048).
Data Analysis

The audio-recorded data were transcribed verbatim and analysed thematically using NVivo

v.11 to explore the themes that emerged inductrvely from the interviews. Pnmary coding and
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thematic analysis were used to identify and develop themes and sub-themes from the data

(Creswell & Poth, 2016).

To ensure trustworthiness, two coders reviewed the codes, and consensus was reached. The
primary researcher mamtaned a reflexive diary to ensure dependability and confirmability of
the findings (Rettke et al_, 2018). ). Credibility was established through prolonged engagement
until data saturation was reached after the minth mterview (Creswell & Poth, 2018).
FINDINGS

The majonty of the 12 participants were female (0=10), cccupational therapists (p=5). m
clinical roles (n=6), rather than managerial ones, and had between 6 and 10 years of experience
{Table 2). The participants worked in nine of the 81 provincially funded PHC facilities in the
Johannesburg Metropolitan District, and eight of these facilities are CHCs and one a clinic.
The nine facilities are distnibuted across the five sub distnicts in the Johannesburg Metropolitan

Dustrict. The demographic profiles for the twelve participants are detailed in Table 1.

Tablel: Participant demographic information and characteristics (n=11)

Eehabilitation profession Position Years of Cender | Highest
eXperience qualification

Pl | Ocoupational Therapy Managzerial 14 E M5c (OT)
B2 | Physiotherapy Managzerial o E BS5c (PT)
B3 Speach Therapy and Audiology | Clinical 5 E BA (Andio)
P4 | Occupational Therapy Clinical 4 E BSc (OT)
P5 | Ocoupational Therapy Clinical ] E (B5c OT)
P& | Physiotherapy Clindcal ] M BS5c (PT)
BT Physiotherapy Clinical and managzsrial ] M M5c (BT)
BE Ocoupational Therapy Clinical and managzarial ] E BS5c OT
Bo Ocoupational Therapy Clinical and managsrial 14 E MPH
P10 | Physiotherapy Clindcal 4 F B5c (PT)
Pll | Speech Therapy and Audiology | Clinical and managsrial 7 M BA (Andio)
P11 | Speech and Langnage Therapy Clinical 4 E BA (5LF)
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Two themes, barriers fo infegrated rehabilitafion and future directions were generated from
the data on the parficipants’ realities and expectations on the mtepration of rehabilitation
services in PHC in the Johannesburg Metropolitan District. These themes shed light on both
the barners and future direction associated with the mtegration of rehabilitation services within

PHC 1n the district, as perceived by the rehabilitation personnel.

Within the theme of barriers fo Infegrated Rehabilitation, participants articulated thewr reality
of a range of 1ssues that reflect the current shortconungs in the system in proving chent care.
These 1ssues mchude a flawed system, inadequate resources, a disconnect between policy and

practical implementation, and financial constraints that compromise the delivery of services
(Table 2).

Table 2: Theme: Barriers to integrated Rehabilitation

CATEGOEY SUBCATERGORY CODE

1. The flawed system Inadequate referral system (Gaps in the referral pipeline
(raps mn the level of care between Inadequate mmber of distnct
quaternary and academic hospitals and | hospitals and staffing at PHC
PHC level

2. Lack of resources Human Eesources and staffing Inequity in posts between the

COmpromises patient shortages levels of care

care Inequity in posts between the

mefros In the Gauteng Provinee

Inequity in posts between the

facilibes in JHBE Metro
Inadequate Infrastructure Linuted storage space for
assistive devices
Linmted treatment space and
equpment
Government vehicle shortage
3. Policy 15 only good Poor knowledze and implementation | Poor knowledse of policy
on paper of pelicy Poor mmplementation of policy
4. Financial systems Procurement processes, waiting lists Waiting lists and delays in
and budget 1551ng equipment and assistive
devices
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Category 1: The flawed System

When discussing the barmers to mtegrated rehabilitabion services, participants identified a
system that they perceived as flawed, particularly due to the inadequacy of the referral system.
They felt that patients get lost in the system, where some never present themselves at the PHC
facility to which they have been refered. Additionally, they observed a notable gap mn
rehabilitation services between the levels of care, where services are available at the one
quaternary and four acadenuc hospitals, then hardly any distrnict hospital services, followed by
services at the PHC level in Gauteng.

There is a gap in the referral pipeline (F 3)

Because of the gap in the levels of care ... in [name of Province] we're sitfing with

guaternary and academic hospitals and then almost nothing in between ... there's only

[name of district hospital] ... and then primary health care. P 2
Category 1: Lack of resources compromises patient care
Another sigmficant challenge percetved by participants was the shortage of human resources
m PHC chnics, which they believed compromised client care. Parficipants described
mconsistencies where tertiary and rehabilitation hospitals received preferential allocation of
staff posts, leaving just ome or two rehabilitation professionals m a single PHC climic
responsible for accommeodating all the patients referred from larger hospital departments with
more extensive staff.
All the staff are sitting at the tertiary and the rehab hospitals ... I'll just give you an
example — [name of Tertiary Hospital] physio, OT, sitfing with 30 staff members alone,
and then they re sending all of those pafients they get, down fo a clinic that has - one
OT, one Physio and those loads that they ve seeing as an entire department need to be

seen then by one. So there s no consistency there" (Fl1)
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Furthermore, disparities in the allocation of rehabilitation posts across different regions withun
the metropolitan district resulted in vanations m the services offered at each climic, affecting

the accessibility of services for clients throughout the metropole.

There is no equity. [name of region] has got more therapists posts than [name of
region]. There is no equity in how posts are distributed. (F1)
Ifwe had a full comprehensive team of professionals, it would make it easier even for
the pafients ... they would not have to travel fo one clinic for OT, physio and speech
therapy ... and then they would need to travel to a different clinic or a hospital for that
[anotherservice ... if we had all the relevant professionals in each clinic ... that would
be ideal. (P4)
Inadequate infrastructure, encompassing practice spaces, resources withim those spaces, and
transportation for outreach activities such as home visits, also hindered the ability to provide
sufficient services. Participants noted thewr limited capacity to effect change and improve this
sitnation, despite mmltiple attempts to do so.
Storage space as well .. we issue a lot of wheelchairs and buggies ... and we don't have

enough storage space. (P9)

Infrastructure - there is departments that are nice, but they arven't always conducive fo
the services that we have to give. We are falling temperature regulation ... treatment
spaces ... simple things like availability of water .. keep on logging calls, kegp logging
emails. Nothing has been dome. (P3)

There are government cars available ... not all the time _.. it is sometimes a hige
nightmare logistically ... vou boek the fransport, you arvive to get the ransport and

then they fell you there's no car for you. (F3)
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Category 3: Policy is only good on paper

The challenge of not being able to affect change was further exacerbated by the rehabilitation

personnel’s himited understanding of policy and the overall lack of policy implementation.
With early childhood intervention (ECI) ... because ... [name of person] is above us,
she does tell us that we need to do these things ... that's how we gef the policies. But I
don't think everything is fold to us and we don't klnow all the policies that are going on.
(P8)
We do use gpuidelines ... fo guide our operafional and strafegic things. But it doesn't

carry and filter down as well as it should. (P10)
Category 4: Financial systems
The financial systems are affecting procurement processes. Long watting fimes for goods to be

procured and madequate budgets were common.

Budget, [for] assistive devices ... because we do usually have quite long waiting lists
for wheelchairs ete. (P5)
Conversely, the theme facilitators and fiture directions captures the participants’ msights
into potential facilitators that could enhance the integration of rehabilitation services in PHC.
Additionally, they provided thewr perspective on the foture directions of rehabilitation withun

the context of PHC m the Johannesburg Metropolitan Distnict (Table 3).
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Table 3: Theme: Facilitators and Future Directions

CATEGORY

SUBCATERGORY

CODE

1. Facilitators to integrated

FHC rehabilitation services.

Behabilitation personnel
amitadeas

Pocitive, proactive, creative, go getter staff
who are team plavers and think oat of the
box

Developing an array of skills

Becoming a holistc therapist

professional Being s2en, known, and understood
Telationships
Colden moments Pocitive feedback, appreciation, and

satisfaction from patients

2 The fumre fit of Barter visibility and presence | Parmerships with other service providers

rehabilitation in FHC in the district Parmerships with the community- CBE

appreach

Employing more dizcipline-specific mid-
leval workers

Student maining and preparing Commuminy
service therapists for PHC work

Category 1: Facilitators to integrated PHC rehabilitation services

Participants shared their expectations and vision for the future of rehabilitation in PHC by
highlighting facilitators that contribute to improved service delivery. They believed that
proactive and creative attitudes among rehabilitation personnel fostered a collaborative team

dynamic and encouraged innovative thinking.
Another positive is our therapists ... I kmow they often go-getters. I saw some WhatsApp
phoios a vear ago ... where all of them were building ramps at people’s houses and they
-.. just all go your speech therapist or a podiafrist, that day we all building ramps (P1)
Participants percerved they were developing a range of specific sklls in chinical practice within
PHC and they all had an understanding of their enviromment and context. This meant they were
able to view clients as holistically and have a good sense of the contribution of each discipline

and referred clients for other rehabilitation needs when clients presented with these.

All of us that are working in the clinic and the [rehab] community are there for the
patients... we are looking at the pafient more holistically ... even if a patient comes fo

me for audio ... I kmow my OT is there if I feel like the patient needs a [vocational]
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assessment ... that is where we kmow what everyone s role is ... we lmow how to include

everyvone into our sessions. I think that is how it works se far. (F11)

Interprofessional relationships within an interdisciphnary team where there was a common
uvnderstanding of the role, and benefits of rehabilitation was expenenced as positive and
rewarding. This facilitated appropriate interprofessional referrals and effective intervention.
Participants described this as being seen  known, and understood.

The doctors in the clinic, vou have those that actually respect rehabfilitation) services

and will refer the patienis .... that helps ... with them actually understanding our scope
and where we fit in (P4)
Positive feedback appreciation and satisfaction with services provided from clhients were

perceived as the golden moments of the job and provided motivation to persevere wrespective

of barmers and challenges.

Those golden moments keep you there ... I am happy doing this because its those
golden moments ... they outweigh the bad stuff. (P&)
Category 1: The future fit of rehabilitation in PHC
The participants' perceptions of the future fit of rehabilitation in PHC revolve primarily arcund
better visibility and presence in the district. Establishing partnerships with both public and
private service providers was highhghted as an important strategy to integrate rehabalitation in
PHC. While a few participants have already explored such collaborations, it 15 evident that
these opportumities can be fully realised through close engagement with the local comnmnity
served by the climc. These partnerships offer access to valuable resources that can support
rehabilitation efforts, resources that may not be readily accessible within the confines of the
clinic system. This, in turn, has the potential to benefit all clients in need of rehabilitation

SETVICES.

77



We develop relafionships with private-public parmerships ... we've got a hydrotherapy
program, running for the patients af an organizafion that has a privafe swimming pool
-.. we have lois of private-public parimerships and lois of people in the community who
are willing to assist. (F2)
Partnerships with the commmnity using a CBR. approach to upskill and create commmnity health
worker posts was seen as a project to provide better rehabilitation services and employment
opportunities.
They open up opporiunities to people in the community ... we are job creafing. And we
are going to be fighting the whole staff shortages ... there is a lot of voung people sitting
at home ... that could be doing good jobs. There is a lot of people who are taking care
af their disabled family members. Why not then get them info jobs and fitle them
[eommunity health workers] ... they have got the experience ... we need to teach them
the technical skills behind all of it now. (P1)
Employing more discipline-specific mid-level workers was another aspect that participants
percetved as an avemue that rehabilitation services ought to explore for the fotwe fit of
rehabilitation in PHC becanse they felt that each discipline would benefit from thewr specific

mid-level worker to ensure rehabilitation service delivery.
Discipline specific fo keap it in order ... there is a few things that could be generic OT
and physio. But speech [therapy] themselves they nead their own_ I think that should
be a consideration, midlevel assistant work. (F7)

The participants identified student tramming and preparing commmmnity service therapists for

PHC woik as the future fit for rehabilitation services in PHC. They felt that universities shounld

prepare the students better for community-level work
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A lot of the other universifies don’t do public health blocks. 5o, these ComServes
[community service therapisis| come in with no idea that they 're not going fo be sitting
in a room freafing pafients day in and day out... they actually have fo go out and do

home visits...it's a lot of other things also. (P2}
DISCUSSION

Based on the articulated barmers and facilitators expenenced by rehabilitation service
providers, this study investigated the realities and expectations of rehabilitation personnel
concermng the mtegration of rehabilitation services within PHC. Rehabilitation personnel m
the Johannesburg Metropolitan District feel the effects of hnutations rehabilitation descnibed
in the hterature when providing service to chients.

Barriers to integrated Rehabilitation

Fehabilitation professionals in the climes and CHC's in the Johannesburg Metropolitan District
mn South Africa voiced concems about the inadequacies of the referral system, and gaps m the
level of care between hospitals and PHC, which they perceived as flawed. This gap in the
referral prpeline occurs when patients who are referred down fo the PHC level do not attend
the PHC facility to which they have been referred and the facility 15 not informed of the referral.
This ‘“loss of follow up’ means that patients do not receive the care they need and are likely to
develop secondary complications. Furthermore, the gap m rehabilitation services between the
different levels of care raises significant challenges for patients seeking rehabilitation (Kredo
et al., 2017). The absence of district hospitals as a stopgap before the PHC facilities means that
patients are referred directly from the acute settings at the tertiary or secondary levels of care
to the PHC level. With the pressure for hospital beds and premature discharges from the
quaternary and tertiary levels, patients should ideally be gomng to step-down facilities or district
hospitals to receive further inpatient rehabilitation before referral to the commmnity level to

maximise thewr fonctional outcomes (Mormis et al., 2021). Patients are therefore lost to follow
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up or they are referred to the climes while still requining acute intensive rehabilitation input.
Addressing this 1ssue 15 crucial for ensunng that rehabilitation services are accessible and

equitable across all levels of care.

Even when referrals are appropriate the shortage of human resources m PHC chinies, with
preferential allocation of rehabilitation professionals to tertiary and rehabilitation hospitals, 15
a substantial challenpe (Mlenzana & Frantz, 2017; Visser et al, 2012). The staffing disparity
affects client care within PHC climics and the unequal allocation of rehabilitation posts, where
some rehabilitation professionals are not available at the commmunty health centres and others
being underutilised for rehabilitation services across different regions within the Metropolitan
District results in vanations m service accessibility (Mlenzana & Frantz. 2017). Inadequate
wmfrastrocture, meluding practice spaces and resources, also hinders the ability fo prowvide
comprehensive rehabilitation services (Ned et al.., 2017). Patients experience a marked contrast
between the services offered in hospitals and the limited offerings at the PHC level (Scheffler
etal., 2015). Addressing these resource gaps 15 essential to improve the quality of care delivered

within the PHC system

Conradie et al. (2022) suggest that change requured to integrate rehabilitation into PHC in South
Afnica requares providing input on policy documents, but this was rarely done as a combined
effort by rehabilitation professions (Conradie et al, 2022). The lack of input to effect
adjustment to policy appears as revealed in our study to the challenges faced by rehabilitation
professionals working in clinics in understanding and implementing policies effectively. This
hampers the practical implementation of existing policy i terms of duties and service delivery
as well as their ability to effect policy change (Cockeroft et al, 2011). Clearer comnmnication
and tramming on policy gudelines could mprove policy implementation and support advocacy
for policies that integrate rehabilitation into PHC. The lack of policy implementation has

resulted in financial constramnts at PHC facilities, ncluding long procurement tumes and
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madequate budgets, pervasive issues affecting the procurement of necessary resowrces
(Mlenzana & Frantz, 2017). These challenges hinder the timely delivery of rehabilitation
services. Streamlimng financial processes and ensunng sufficient budgets for rehabilitation
services can mifigate these obstacles.

Facilitators and Fumre Directions

The mmportance of proactive attitudes, creative thinking, and mterprofessional relationships
within a collaborative team dynamic were highlighted as facilitators and futere prospects for
rehabilitation services. This demonstrates the value of an interdisciplinary team and
collaboration between rehabilitation professionals and medical professionals, particularly
when the latter understand the role of rehabilitation through witnessing the positive effects i
has on chients (Campbell et al., 2012). Through a holistic approach to client care, valmng the
contributions of each discipline and facilitating appropnate interprofessional referrals. These
facilitators fostered improved service delivery and enhanced interdisciplinary models of
rehabilitation service delivery, ultimately benefiting service users. Encouraging these positive
attributes among rehabilitation personnel can enhance the quality and effectiveness of
rehabilitation services (White et al | 2013).

Positive feedback, client appreciation. and satisfaction with services provided were identified
as key motivators for rehabilitation professionals. This confirmed the relative importance of
mirmsic mcentrves over extrinsic mcentives i providing job satisfaction - worthwhile
accomplishment and opportumties for growth and recogmtion (Campbell et al, 2012)
Acknowledging and celebrating these "golden moments" can help mamtam motivation and

resilience among professionals, despite the barners and challenges they face.

O findings, supported by a study in Etlnopia indicate that partnerships with public and private
service providers, particularly when wtilizng a Commmnity-Based Rehabilitation (CBR)

approach. hold great promuse for the future of rehabilitation withan PHC (Ayalew et al_, 2020).
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This approach aligns with the wvision of enhancing rehabilitation services and creating
employment opporfumities (Ayalew et al., 2020). Collaborations with the local commmnity
served by the clinic offer access to valuable resources not readily available within the clime
system Strengthening these partnerships and engaging the commmunity can be a transformative
step toward improving rehabilitation services and promoting community health (Ayalew et al.,
2020). This comprehensive perspective on patient care aligns with the principles of integrated
rehabilitation services within PHC and should be promoted and further developed.

Moreover, the employvment of more discipline-specific mud-level workers stands as an
umportant strategy. The approach aims to address the shortage of skilled personnel m PHC
settings by filling gaps m service provision and ensunng a more contextually responsive and
efficient delivery of rehabilitation services (van Fensburg, 2014).

Additionally. there is an emphasis on student training and the preparation of community service
therapists specifically for work in PHC contexts. By focusing on practical, context-relevant
tramning. new graduates can be better equupped to meet the demands of PHC, thereby enhancing
the capacity of rehabilitation services to address the needs of the commmnity effectively
(Naidoo et al., 2014).

CONCLUSION

Behabilitation personnel feel the effects of the hmatations of rehabilitation services m PHC
described in the literature, but this article includes facilitators at the primary care level within
the context of this study. This stody highlights the value of a nmiltidisciplnary team and
collaboration between rehabilitation personnel and other PHC professionals. such as doctors
and nurses, particularly when they understand the role of rehabilitation, evidenced in the
positive service user outcomes. The value of the service to the users 1s a motivating factor for
the rehabilitation personnel as is their personal growth and development as therapists. The

rehabilitation persomnel’s posthive expectations and ability to extend services into the
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comnmnty urespective of barmers are qualities to be protected and encowraged. However, gaps
such as prmary prevention and intersectoral collaboration in service delivery remain

Therefore, the following recommendations for policy and practice are provided:

Enhance Referral Systems and foster interprofessional collaboraton: Implement an
efficient and transparent referral system to ensure seamless commumnication between tertiary,
secondary, and primary care levels. This system should mclude mechamsms for tracking
patient referrals to prevent loss to follow-up and ensure continity of care. Continme to build
and strengthen mterdisciplinary teams within PHC settings. emphasising the importance of
understanding and valuing the contributions of rehabilitation services. Encourage mmiual

referrals and collaborative care plans that involve all relevant healthcare professionals.

Promote Primary Prevention and Intersectoral Collaboration: Work towards integrating
primary prevention strategies into rehabilitation services and encowrage intersectoral
collaboration This involves working closely with other sectors (e.g., education social services)
to address the social determunants of health and prevent conditions that may require

rehabilitation.

Resource Allocation: Advocate for equitable distribution of rehabilitation personnel across all
levels of care, mcluding PHC clinics. This includes lobbyving for increased funding to recruit
more staff and to improve mfrastruchuwe and resources necessary for comprehensive

rehabilitation services at the PHC level

Policy Implementation and Development: Facilitate more active involvement of
rehabilitation personne] in the formmlation and review of policies related to PHC services. Offer
regular traming and clear commmnication cn policy gwdelines to ensure their effective
implementation at the ground level.

Improve Financial Management Systems: Streamline financial processes within PHC

facilities to ensure adequate budgets are allocated and ufilised efficiently for rehabilitation
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services. This includes simplifying procurement processes to allow for tumely access to
Necessary resources.

Community Engagement and Partnerships: Expand and strengthen partnerships with both
public and private sectors, uiilising a CBE. approach Engage local comnmmties to access
addiftional resources and foster a supportive environment for rehabilitation services.
Mid-Level Worker Emplovment: Support the fraining and recrnitment of more discipline-
specific mud-level workers to address the shortage of slalled personnel in PHC settings. This
strategy can help fill service provision gaps and enhance the efficiency and responsiveness of
rehabilitation services.

Contextually relevant rehabilitation training programmes: Focus on the development and
mmplementation of practical, contexi-relevant training programs for students and commmnity
service therapists. Ensure these programs prepare new graduates for the unique challenges and
opportunities within PHC settings.

Rehabilitation Monitoring and Evaluation: Implement a robust system for monitening and
evaluating the outcomes of rehabilitation services within PHC. Use these data to contimmonsly
mmprove integrated service delivery, patient outcomes, and to justify the allocation of resources

to rehabilitation services.
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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.
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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
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Let the records speak: an exploration ;l
of rehabilitation services offered in primary
healthcare, Johannesburg metropolitan

district

Lebogang Maseko"®), Fasloen Adams™® and Hellen Myezwz'0

Abstract

Background Primary healthcare in South Africa aims to transform the national health system by emphasising
community-based care and preventive strategies. Howewer, rehabilitation services, particularly for individuals with
disabilities and chronic non-communicable diseases, are often overlooked in primary healthcare. This study aimed to
investigate the provision of primary healthcare rehzbilitation services in the Johannesburg Metropolitan District by
explaring client socicdemographics and variations in services provided by rehabilitation professionals.

Methods A retrospective review of dinic rehabilitation records from 2011 to 2020 was conducted at nine
provincially funded community health centres {CHCs) offering rehabilitation services. Stratified samipling facilitated
record selection based on rehabilitation service type and vear. A specifically designed data extraction tool captured
demographics, disabilities, rehabilitation recaived, and refarral sources. Descriptive analysis used means, standard
deviations, and frequandcies.

Results The findings show a diverse dlient population with a wide age range, with a significant proportion falling
into the < 5 years and 3049 years age groups. Meuromusculoskeletal and movement-related disabilities were most
prevalent, affacting approsimiately two-thirds of clients. Referral sources were often undocumentad, and inconsistent
discharge information with o record of patient follow up, highlighted the need for imiproved documentation
practices. Clinic visits wera the primary service delivery mode, followed by limited home visits and outreach services.
Ocoupational therapy and physiotherapy were the most usad services. Speach and language therapy services wara
underused, and some CHCs lacked audiology services. Thare wera variations in the number of individual and group
sessions provided by the different rehabilitation services, and there were age- and disability-specific differences in
SErvice use.

Conduslon This study offers insights into renakilitation service provision in the Johannesburg Metropolitan

District and enhances our understanding of rehabilitation services in prirmary healthcare settings. it underscores
the importance of a multidisciplinary rehabilitation team to address diverse rehabilitation needs, improving
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documentation and discharge practices, expanding service delivery models, and reducing disparities in service
use The findings inform strategies for optimising service delivery, workforce, resource allocation, and intersectoral
collaboration to ultimataly enhance the quality and accessibility of integrated rehabilitation services.

Keywords Rehabilitation, Delivery of health care, Integrated services, Speech therapy, Oocupational therapy,

| physiotherapy, audiology, Community health centres, Patient-centred care, Health services for persons with disabilities

Background

International studies consistently show that increased
investment in a broad range of rehabilitation services
vields substantial health, social, and ecomomic benefits
[1]. Ensuring the provision of rehabilitation services
to the entire population is considered a crucial aspect
of achieving universal health coverage (UHC) [2]. The
rehabilitation services contribute to community partici-
pation and wellbeing by improving capacity, function-
ing. and modifving the environment of people suffering
from a wide range of health conditions [3]. Moreover, the
provision of services using a primary healthcare (PHC)
approach for optimal health. is achieved through meet-
ing people’s health needs and preferences as close as pos-
sible to their everyday environment. This encompasses
a range of healthcare activities, along the continuum of
health care including promotion, prevention, treatment,
rehabilitation, and palliative care. The PHC approach has
been shown to reduce hospital admissions, healthcare
costs, and promote community development [4].

There is international recognition of the importance
of rehabilitation in health systems supporting first-con-
tact and providing accessible, continued., comprehen-
sive and coordinated patient-focused primary health
care. However, the integration of rehabilitation services
into health systems has progressed slowly in low- and
middle-income countries [5]. A mere 25% of countries
in the West Pacific region of the World Health Organisa-
tion {WHO) have sustainable PC rehabilitation services
[&]. Fragmented healthcare and inadequate integration
of rehabilitation into comprehensive health services are
also reported in Iran and Migeria in the African region |7,
g]. Consequently, individuals with disabilities, the ageing
population, and those burdened with chronic communi-
cable and non-communicable diseases face inadequate
access to rehabilitation services at PC level [5]. Recognis-
ing the need for solutions and practical guidance on inte-
grating rehabilitation in PHC is highlighted by the WHO
in their Rehabilitation 2030 initiative [9], and the Astana
declaration on PHC and rehabilitation [10].

The loint Learning Network for Universal Health Cov-
erage emphasises the significance of raising awareness,
capacity-building, and providing adequate data about
services [11). This action is supported, in the context
of the WHO vision for primary care which also recog-
nises the importance of functioning as a third health
indicator [2]. Therefore, the data collected for our study
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incorporated the concept of function defined by the body
functioning domains of the International Classification of
Functioning, Disability and Health (ICF) [12].

In South Africa, PHC plays a pivotal role in the
healthcare system as proposed by government policies,
including the White Paper for the Transformation of
the Health System [13] and the MNational Health Act of
2003 [14], which underscore the significance of the PHC
approach as the cornerstone of the country’s healthcare
transformation. Although the commitment to the PHC
approach is reinforced by the Mational Health Insurance
{NHI) Bill of July 2019, adopted in November 2023 [15],
the current recognition of PC in South Africa is pre-
dominantly rooted in a medical model philosophy. The
medical model emphasises nurse-driven services with
support from doctors, pharmacists, and dentists, while
rehabilitation services and person-centred care are not
adequately encompassed or prioritised [16, 17]. Efforts
to address deficiencies in PHC facilities in South Africa
are outlined in the Tdeal Clinic’ programme. However,
the programme does not explicitly address the staffing or
resource allocation for rehabilitation services, apart from
a general acknowledgment of the significance of provid-
ing access to rehabilitation services for patients [158, 19]..

The provision of multidisciplinary rehabilitation
depends on the availability of skilled personnel, and these
professions include occupational therapy, ph1_.r5i|::ﬂ1m‘|a.p}r,
physical and rehabilitation medicine, prosthetics and
orthotics, psychology, social work and speech and lan-
guage therapy [20]. In South Africa, PC rehabilitation
services are only offered by rehabilitation professionals
such as occcupational therapists, physiotherapist, speech
and language therapist and audiologists as profession-
ally designated by the Health Professionals Council of
South Africa (HPCSA). The rehabilitation services are
far from optimal in that they are mainly hospital based
with little consideration of broad multi-, inter-and trans-
disciplinary teams [21] that can contribute to health care
in conjunction with those registered as allied health ser-
vices [22]. Other health professionals in shortage at the
primary care level include murses, psychologists, prosthe-
tists and orthotists, social workers, and doctors. There-
fore. the implementation of intersectoral rehabilitation
services in PHC facilities remains limited in South Africa
with less than a quarter of facilities currently providing
such services [23, 24].
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In contrast, PHC rehabilitation research in high-
income countries indicates that occupational therapy,
physiotherapy and speech and language therapy services
are well established. Studies show that these services pri-
marily focus on chronic disease, self-management and
improving physical functioning, which is often supple-
mented with online support for clients [25]. In Sweden,
PC physiotherapists predominantly provide physical
activity programmes to middle-aged and older adults
with conditions such as musculoskeletal disorders, obe-
sity, hypertension, and diabetes [26). Ocoupational thera-
pists practicing in PC settings in Norway report that over
80% of their clients are adults and 44% are old age pen-
sioners. The study reported that the conditions treated
by occupational therapists included neurolegical dis-
eases, particularly stroke, as well as musculoskeletal and
mental illnesses, which accounted for 13-20% of refer-
rals. Wotably, 96% of clients presented with movement
impairments, and 4% of them experience challenges in
activities and participation related to education, work,
and leisure [27]. In the UK, the duration of physiother-
apy intervention and referral patterns in PC indicate that
services may be offered for less than a month. However,
maost clients receive supportive treatment over a two-year
period, with many referrals originating from triage at the
clinic reception or through self-referral [28]. A Norwe-
gian study indicates physiotherapy services for smaller
numbers of children in PHC clinics where most clients
present with motor development impairments and lower
limb orthopaedic diagnoses [27]. Additionally, clients
with prematurity and heart or lung disease also receive
PC rehabilitation services. [29].

In low to middle income countries such as Brazil, refer-
rals for speech and language therapy PC services are
mainly for children. They treat learning disorders, poor
language development, Attention Deficit Hyperactiv-
ity Disorder, stuttering, mutism, and hearing issues [30).
A study from Indonesia noted a higher percentage of
patients with neurclogical conditions receiving treatment
[31]. A study conducted in South Africa highlights that
clients who receive physiotherapy services at PHC clin-
ics most commonly present with back pain, stroke, and
upper and lower limb injuries [32]. However, despite this
information, there is a critical lack of supporting evi-
dence in South Africa regarding the use of rehabilitation
services at a PC level and the extent to which they are
integrated into PHC [24].

In South Africa sociodemographic data concern-
ing the individuals who use PC rehabilitation services,
the specific rehabilitation professionals who provide
these services, and the services provided are scarce. The
WHO Rehabilitation Programme [33] acknowledges the
importance of gathering information on existing services
and the sociodemographic information of the people

94

Page 3of 11

accessing these services to inform the development of
comprehensive rehabilitation  interventions at both
national and sub-national levels to effectively meet the
individual needs of diverse populations and boost reha-
bilitation planning efforts [24, 33].

Therefore, the objective of the current study was to
investigate the extent and nature of rehabilitation ser-
vices provided in the lohannesburg Metropolitan Dis-
trict. The study specifically focussed on examining the
structure, accessibility, delivery, and use of these services
to address this knowledge gap.

Methods

A retrospective review of clinic rehabilitation records
was conducted in an wrban setting to investigate the
rehabilitation services provided between 2011 and 2020,
The research setting was the Johannesburg Metropolitan
District, which encompasses 125 PC clinics and CHCs
across seven regions, serving a population of 5.5 mil-
lion [34]. Of the 5.5 million, 2.35 million have a monthly
income that falls below the upper limit poverty line of
ZAR 1227 (estimated $61) per person [35]. Only nine of
the 125 PC clinics and CHCs in the Johannesburg Met-
ropolitan District are managed by the provincial rather
than municipal health services. These nine facilities pro-
vide rehabilitation services and were selected for our
study. The rehabilitation services encompass individual
and group cutpatient therapy, community reintegration
as a focus, outreach and home visits, as well as education
and awareness campaigns facilitated by multidisciplinary
teams [36].

Stratified sampling was used to select rehabilitation
service paper-based records according to the only reha-
bilitation service providers employed at the dinics:
occupational therapists, physiotherapists, speech and
language therapists and audiologists. Within each disci-
pline, further stratification was performed based on the
vear of the records available. The sample size was deter-
mined using Cochran'’s formula [37], setting a 95% conf-
dence 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. Although
the period 2011-2020 was initially identified for the
record review, not all facilities had rehabilitation service
user records for those years because of varying record
storage practices. Therefore, the sampling included client
rehabilitation paper-based records for the years available
at each facility ranging from 2011 to 2020, inclusively. A
random sample was extracted from the records stratihed
for each rehabilitation service and year from the available
records at each facility to fulfil the required sample size.

Data extraction was done using a data extraction tool
designed and piloted by the first suthor in Microsoft
Excel. The tool facilitated the collection of various data
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Table 1 Distribution of records extracted at each cliric or CHC
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Table 3 Distribution of types of impairments (ICF body function

(M=630 and codes) (N=630)
Clinic n % ICF body function and codes n oy*
Alexandra CHC 81 129 neuromuscuioskelatal and movermnent-related functions 417 662
Hillbwow CHC 4 7 [
hredfiord CHC 54 a5 Mental functions (b1) 35 156
Lenasta CHC a5 135 voice and speech functions (b3 57 ol
Lenasia South CHE 70 125 sarsory functions and pain (B2) 5 103
rackoio CHC 59 1no Functions of the cardiovascular, heematological, Immung- 10 1
Zola CHE a1 100 Iogical, and respiratony systerrs-:!:m:l
CESCoerers CHC i 123 Genitourinary and reproductive functions (he) 1 0z
chizwvelo CHE 7 123 ;L;FS;SEE; the digastive. metabolic, and endocrine 2 o3
Total &30 100 ! -
Furections of the skin and related structures (ha) 5 0B
. Mumber of Impaimments
Table 2 Age of clients (N=630) sngle -
Age at assessment (years) n b Multiple ® A4
<5 A s “Percentages do not 2dd up to 100 because some dients had multiple
5-14 04 45 impairments
15-319 54 an6
o= 152 241 Table 4 Source of referral (N=630)
50-64 w 186 source of referral n S
5 and above 2] o HD'SP"EI 164 2610
salf 39 62
. . . . .. . Teacher 14 v
points, including sociodemographic information such as
- L1: N . . Limioroe 38T 614
apge and disability related to impairment, which was clas- other . Iy

sified using the dassification of the ICF based on body
functioning domains [12]. Additionally, data regarding
the referral source and nature and duration of received
rehabilitation and of services provided by rehabilita-
tion discipline, were extracted. Permission to conduct
the study was obtained from the Gauteng Department
of Health and the Human Research Ethics Committee
{Medical) of the Faculty of Health Sciences at the Univer-
sity of the Witwatersrand (M190466). Descriptive analy-
sis 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.

Results

A total of 630 paper-based records were reviewed. The
number of records extracted varied across the clinics due
to the differences in the availability of records; Lenasia
Clinic had the highest availability {13.5%) of records, and
the Hillbrow CHC had the lowest (7.0%) (Table 1).

Sociodemographic profile of clients

The analysis of client sociodemographics revealed that
the mean age at the time of assessment was 32 years
{5[0=35.2) and ranged from 0 to 102 years. Most clients
fell into the age groups-< 5 years (22.9%) and 3049 years
(24.1%}). Older participants constituted only 11% of the
samiple { Table 2).
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Disability related to impairmients (ICF body function)
Regarding affected functioning categorized by the WHO
ICF domains of bedy function, neuromusculoskeletal and
movement-related functions (b7) were the most com-
maon and occurred in approximately two-thirds of clients
(66.2%), followed by mental function impairments (b1)
{15.6%).

However, only 4.4% of clients were recorded as having
multiple impairments although most clients had multiple
functioning domains affected (Table 3).

Rehabilitation services received

Source of referral

Clients were referred to the PC facility from various
sources. However, the referral source for most clients
(61.4%) was not recorded. Among the recorded source of
referrals, most were down referrals from secondary and
tertiary hospitals. Referrals from other sources include
MWiG0s, private doctors, and other services at the PC level
{Table 4).

Reasons for discontinued therapy

Discharge information was inadequately reported in the
records, but most clients were lost to follow-up (54.1%),
and 15.1% were referred elsewhere. (Table 5.
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Table § Reasors for discontinued therapy (N=630)
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Table 8 Individual and group sessions received (N=630

Reasons for discontinued therapy n k)
Loas to fioll ow-up A0 4.1
Deceasad 2 a3
Referrad alsewhara 95 151
Lnknown 46 73
Discharged 83 132
Table & Mumber and types of visits for all rehabilitation services
[N=5630
Number and type of visit (n= 630 n %
Number of clinic visits by clients
1 oy 4B7
-3 4 340
4-5 &8 108
&+ 41 85
Maan (50 Range
23(20) 1-15

Number of home wisits to dients
1 & 10
Number of outreach visits to clients

1 q 05
2 1 a2
3 1 a2
5 1 03

Table ¥ Distribution of rehakbilitation services received and
frequency of sessions (N=630)

Rehabilitation services recelved n %5
Occupational therapy 61 414
Physiotherapy 253 402
Speech and language therapy 151 240
Audiology 45 7.1

*Percentages donot add up to 100 because dients attended multiple therapies

Mumber and types of visits for all rehabilitation services.
Clinic visits, where clients attend outpatient rehabilita-
tion services, accounted for the largest number of vis-
its, ranging from one to six or more, with most clients
only seen once (48.7%). Six home visits to clients, and
eight outreach visits were recorded where clients were at
school or a community group. {Table &),

Rehabilitation services received and frequency of sessions
Occupational therapy and physiotherapy were the most
frequently provided rehabilitation services across the
nine facilities at more than 40%, while audiclogy had the
lowest use (7.1%}). It is important to note that many cli-
ents attended multiple therapies (Table 7).

Individual and group sessions received

The records indicated that most clients received at least
one individual or group session from specific rehabilita-
tion services {ranging from &7 to 100%). The mean num-
ber of individual sessions varied across services, with
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Individual n oy Group n Uy
SE55h0NE Sesslans
Mouofoccupe 204 Mouofoccups 28
ticnal therapy tional therapy
5a5EN0MS SA5E0MNE
I By 430 I 18 643
-3 76 w2 oz 7 ]
4-5 Fli} 130 3 1 I6
6-13 15 74 5 2 A
Mean 500 Range Maan  Range
(500
15 1-13 700 18-
Al {7.7B]
Mo of phys- 2 Mo of phys- FE!
Iotharamy Iotherapy
SA5EN0MNE SA5E0MNE
116 550 I 1% B4
-3 5 354 z 3 130
4-5 14 1] 3 1 43
6-12 ¥ i3
Mean 530 Range Maan  Range
{504
18 1-12 575 19-1
s (B.58)
Mooofspeech 123 Mooofspeach 12
and language and language
therapy therapy
SA5ENNE SA5EMNE
I 58 472 I 8 6457
2-3 34 6 2 3 =
45 21 17.1 5 1 B3
6-12 10 Bl
Mean 530 Range Maan  Range
(500
15 -12 133 &1
22 {1.53)
mouofaudich 40 mMouofaudicl- 3%
Ogy SEssinng ogy sessions
o= T 659 I 3% 100
2-3 10 20
45 3 T3
B 1 24
Mean 530 Range Maan  Range
{504
1.7113) 1-6 na n'a

oceupational therapy and speech and languape therapy
averaging 2.5 sessions and audiology averaging 1.7 ses-
sions. The number of individual sessions ranged from 1
to 13 for occupational therapy, 1 to 12 for physiotherapy
and speech and language therapy, and 1 to 6 for audiol-
ogy (Table 8).

Rehabilitation provided per dinic
Mo significant difference was found between occupa-
tional therapy and physiotherapy services across the nine
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Table 8 Rehzhilitation sessions per disdpline received by dinic (N=630)
Clinic Occupational therapy  Physiotherapy  Speech and language therapy  Audiology

n %)+ chisguared Pwalue
Alexandra THC (n = 93) NiEE 2502549 23216 16 (16.4) 851 L
Hillbrosy CHC (n = 51) 22{43.1) 12(235) 16(31.4) 1020 1637 ool
Strefiord CHIC (n = 54) 21389 23426} 10 (18.5) g {etu]] 981 a7
Lenasia CHE {n = 54} 304319 30319} 25 (2669 926 1394 QD0
Lenasia South CHC (n=83) 31{373) ZR(317) 1001209 14 (1659 1832 QD0
ioiolo CHC (n =53} I (3E 30323} 26 (2800 Qoo 224 0325
Fola tHC In =67) 33{493) 33(493) 1115) [l {alu]] 4517 iE ]
Disoovesers CHC (n = 88) 32(364) 35(3%3} 16(18.2) 55T 2678 QD00
Chiwelo CHC {n = 81) 24(MA) 33(40.7) 24 (2906 Q0 239 0301
*ni for sessions is greater than the number of sessions 25 some patients were seen inindividuzl and group sessions
Table 10 Rehabilitation received per discipline by disability (CF body function and codes) (N=630)
Disability (1CF body function)* Ooupational  Physiotherapy Speechand  Audiology

therapy language
therapy
(%) Chisquare P
value
Hawomusculoskeletal and movement-related 155 (4053 241 (578) =3 (14,0 1003 26,14 e |
functions in = 468) (b7)
mental functions (n = 118) (b1) B6 (B7 8l 993 priyrky 1 (.00 155.19 0o
olce and speech functions (n = 67) (b3) o158 353 51 (a5 O (0004 11551 el |
sensory functions and painin =79 (b % o14m 3 (48] B (353) 44 {677 77 Q001
Muitiple disabilities in = 41) 25 (B3] a321) 6214 1 (345} 1209 000
*ni fior dizability [body function] is greater than the number of cases as some patients were seen by more than one disdpline
Table 11 Rehabilitation received per discipline by age at assessment
Age at assessment*  Occupational therapy Physiotherapy  Speech and language therapy Audiclogy  Chi square Pwalue
n (%)

<5 (n= 175} o1 (637 231557 &01(41.7) 1 (0.7} 7437 ool
514 (n = 106) 01533 1A 43457} 121} 4335 0Dm
15-29{n=57) idd.4) 27 (S50 3{58) 3 (5.8} 35B4 o1
3049 (n= 163} dd (290 8B (57.55) 1713 14¢8.2) 5581 ool
50-64 {n= 163} I3 {28 &8 (5B.1Z) 15128} 13{11.1) 5530 0ol
65+ [n = B0} 19{275) 36 (52.17) 13 (188} 124174) 1850 003

*nifor age at asseszment is greater than the number of patients as some patients were seen by more than cre disdpline

clinics. However, speech and language therapy was pro-
vided to less than 20% of total clients at only four of the
nine CHCs. Four CHCz did not offer audiology services
(Table 9).

Rehabilitation received per discipline by disability related
to body function

The analysis of dient demographics and disabilities in
relation to rehabilitation services revealed that clients
with mental function disabilities were predominantly
seen by occupational therapists. Physiotherapists primar-
ily worked with clients with movement-related dysfunc-
tion while speech and language therapists treated those
with voice and speech impairments associated with neu-
romusculoskeletal disabilities.
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As expected, audiologists saw a higher proportion of
clients with sensory function and pain-related disabilities
{Table 1)

Rehabilitation received per discipline by age at assessment
A significant difference was observed in the percentage
of clients seen in different age groups across all four reha-
bilitation services. A significantly greater percentage of
younger age groups, including children and adolescents,
received occupational therapy and speech and language
therapy, while young, middle, and older adults received
services from physiotherapy and awdiology services

{Table 11).
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Discussion

The review of client records across the nine PC facili-
ties providing rehabilitation services in the Johannesburg
Metropolitan District revealed the sociodemographic
profile of clients accessing rehabilitation services, and
indicated a wide age range, with a mean age of 32 years.
The high proportion of clients in the <5 years and 30-49
vears age groups suggests that rehabilitation services
are used by both children and adults within the district,
while the older adults constituted a smaller portion of the
sample. The wide age range of rehabilitation service users
is encouraging, thus rehabilitation PC services should
be available across the life course of service users, along
the continuum of care, and reflective of all types of care
required in the healthcare system in trying to achieve
UHC [4]. The age distribution is different to trends in
Europe and the UK where most clients are older adults
[27-29]. The age distribution aligns with the diverse pop-
ulation demographics of the Johannesburg Metropolitan
District [38] where, services for children under the age of
5 vears and the older adults are free of charge in South
African clinics, which may contribute to the observed age
distributicn.

Both the Department of Education and the Department
of Health share responsibilities for children over the age
of six, with the Department of Education specifically
accountable for learming and developmental interven-
tions [39]. Furthermore, the high proportion of children
under 5 years is alipned with population-based data that
shows that the proportion of children with disabilities
in low- and middle-income countries is high [40, 41]. It
would further explain the high proportion of paediatric
neuromusculoskeletal, and movement-related functions
(b7) seen in the CHCs in this study. The records reviewsd
in our study indicate that over 33% of clients receiving
services were children and adolescents, compared to 20%
reported in a high income country such as Norway [27].
The findings are congruent with the South African statis-
tics indicating nearly 30% of the population is under the
age of 15 vears [42].

Thus, services must be configured to optimise out-
comes for clients across different life stages according to
the specific national context to ensure that age-specific
rehabilitation needs are adequately addressed in the plan-
ning and delivery of services.

Among the clients accessing rehabilitation services,
neuromusculoskeletal and movement-related functions
were the most prevalent disabilities. followed by mental
function (bl) disabilities. These findings are consistent
with global trends, emphasising the high prevalence of
musculoskeletal and neurclogical conditions and the
importance of addressing mental health within reha-
bilitation services [26, 43, 44]. This aligns with interna-
tional studies where physiotherapists and ooccupational
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therapists treating adults confirmed they most frequently
provide interventions for clients with these conditions
using a PHC approach [45]. Mental health, which is rarely
mentioned in relation to PC rehabilitation, can be con-
sidered in two categories, namely individuals with mental
health conditions as a diagnosis, and those with physical
impairments who experience associated mental health
concerns [2]. The presence of multiple impairments in a
subset of clients further highlights the complexities pres-
ent in rehabilitation service users and underscores the
need for comprehensive and interdisciplinary approaches
to rehabilitation [46—48] that excel in a wide range of
generalist competencies rather than specialised or nar-
row competencies.

Our study indicated poor recording of the referral
sources for most clients which represents a substantial
data gap. It hinders the understanding and formalising
of the referral pathways through which clients access
rehabilitation services and impedes efforts to improve
coordination and continuity of care required to provide
integrated rehabilitation services in PHC [4%]. Enhanc-
ing data collection practices to capture this information
uniformly and accurately would provide valuable insights
inte care coordination and identify potential areas for
intervention. The prevalence of hospital down referrals
suggests that collaboration between PC facilities and
higher-level healtheare institutions is essential in facili-
tating access to rehabilitation services [49]. It could be,
however, that overstretched hospital based services may
account for an influx of patients referred to PC rehabilita-
tion services who still require acute in-hospital care, but
are down-referred due to high patient numbers in hospi-
tals and increased demand for in-patient beds [50].

Discharge information was inadequately reported in
the records, with most dients being lost to follow-up.
While hospitals are identified as the primary source of
down referrals, the absence of documented discharge
information at the PC level raises concerns regarding the
extent of collaborative referrals and feedback on refer-
rals, particularly for clients with complex diseases. This
finding highlights a gap in record-keeping practices and
long-term follow-up of clients. It emphasises the need
for strategies to improve accessible record keeping, post-
rehabilitation support. and long-term management in
PC. Understanding the reasons for discharge and lack of
treatment continuity is essential Ways to enhance patient
engagement and adherence to rehabilitation programmes
are essential for achieving optimal outcomes and should
be explored[51]. Addressing accessible and comprehen-
sive record keeping and long-term follow-up is impor-
tant for evaluating the effectiveness of interventions and
providing appropriate support to clients throughout their
rehabilitation journey.
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Clinic visits were found to be the most common mode
of service delivery, with limited home visits and outreach
visits to NGOs, This suggests that the current focus of
rehabilitation services primarily revolves around clinic-
based care, with limited attention given to delivering ser-
vices in clients' homes, care institutions or reaching out
to underserved communities [52]. The literature high-
lights alternative models of care, such as community-
based rehabilitation and the use of community health
workers in areas with limited access to PC rehabilitation
services [53). Expanding service delivery bevond PHC
clinic settings through outreach services and home-based
rehabilitation programmes could enhance accessibility
for vulnerable populations and ensure a more compre-
hensive approach to rehabilitation. Although tele-reha-
bilitation may be an option this is impacted by high data
costs and lack of constant electricity supply in South
Africa [54].

Increasing investment in rehabilitation is important for
expanding the workforce and capacity in South Africa.
The investment includes funding human resources for
primary care rehabilitation services. Such services should
be integrated into multidisciplinary ward-based outreach
teams located in primary care facilities. These teams
would provide a range of services—outreach, preven-
tive, promotive, curative, rehabilitative, and palliative—
to individuals, groups. and communities. Additionally.
fostering partnerships between government and NGOs
is essential to enhance these efforts. [55 56]. Moreover,
alternative service delivery models have the potential
to improve the reach and effectiveness of rehabilita-
tion services and enhance their integration into PHC.
Community-based rehabilitation with an emphasis on
community participation and empowerment has been
shown to improve health outcomes [53]. Trained com-
munity health workers can serve as liaisons between the
healthcare system and the community by building trust
and establishing open communication channels between
rehabilitation providers and users [57].

The frequency of clinic visits and the number of group
sessions also varied slightly between the different rehabil-
itation services, with a small percentage of clients receiv-
ing six to 13 individual sessions or more than five group
sessions. This is a concern considering the chronic nature
of some conditions receiving intervention at clinics.
Research in the UK indicates that most PC physiotherapy
clients are seen for at least two years for initial rehabilita-
tive and later supportive care [28]. The poor records, loss
to follow-up with limited resources in the clinics, and
clients experiencing barriers in terms of transport and
finances to access clinics may play a role in the shorter
intervention pericds and fewer sessions of rehabilitation
[58].
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The Gauteng Health Strategic Plan 20019/2021-2024/25
highlights the insufficient number of audiclogists avail-
able to assess patients with chronic illnesses and provide
universal hearing diagnostic services for babies as a gap
in planning of adequate rehabilitation services, technolo-
gies and required hearing devices [39]. It is concerning,
vet unsurprising, that audiologists primarily provide ser-
vices to older adults. A study by Swanepoel et al., which
used mobile phone diagnosis for children in the commu-
nity in South Africa, found a low referral rate of 24.9%
for further assessment in preschool children [59]. Addi-
tionally, a low follow-up return rate of 39.4% was discov-
ered, primarily due to extended waiting periods before
follow-up appointments at PHC clinics. The effective
implementation of ear and hearing services at the PHC
level requires careful planning, clear programme goals,
and defined care pathways [60]. It is important to explore
strategies, such as including andiclogy services into the
School Health Programme of the reengineered PHC
approach, to enhance the provision of audiclogy services
and increase awareness of their importance. Given the
shortage of available services at a limited number of clin-
ics and a national shortage of rehabilitation personnel,
especially at PC level a task-sharing approach for a lim-
ited set of basic interventions should also be considered
to improve access [G1].

The number of individual sessions varied across the
rehabilitation services, with occupational therapy and
speech and language therapy having higher average ses-
sion numbers compared to physiotherapy and acdiol-
ogy. These variations may reflect differences in treatment
protocols, severity of conditions, complexity of the func-
tional outcome or resource allocation. Further research
is needed to determine the optimal frequency and dura-
tion of rehabilitation sessions to maximise outcomes and
patient satisfaction. This research would also inform the
packages of care to be funded under the NHI in South
Africa.

The findings highlight significant differences in the dis-
tribution of rehabilitation services across impairments
and age groups [62]. Our study provides an indication
of differences in PC rehabilitation services in an urban
South African context, considering five rehabilitation
services rather tham focusing on a single service. This
information is valuable for planning rehabilitation ser-
vices based on disability needs and age-specific patterns.
Tailoring rehabilitation services to the unique reguire-
ments of people with different disabilities and age groups
has the potential to enhance their effectiveness and rel-
evance within UHC provision [2].

An important limitation impacting PC in South Africa
is the lack of planning and monitoring, which is essen-
tial to inform further development of rehabilitation. The
inability to monitor rehabilitation services is due in part
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to the absence of national agreed minimum data sets for
rehabilitation services as well as rehabilitation records
and health records in South Africa not being in elec-
tronic format. Indeed, the WHO emphasises the func-
tionality of shared electronic health records linked to
other health facilities and services to support two-way
referrals, multidisciplinary teamwork, and continuity
of treatment along clinical pathwayvs [2]. In the current
study, the record review was compounded by the varia-
tions in record availability and storage among the CHCs
and rehabilitation services. Some of the CHCs store their
records at a central storage facility while others keep
them on-site. The cause of these differences is unknown,
but it could be due to a lack of clear record-management
policy and storage guidelines, as well as insufficient
implementation or resources by rehabilitation profes-
sionals to implement existing guidelines. According to
the HPCSA, records should be specific, include impor-
tant information, and should be stored for a minimum
of six years from the date of the patient’s last treatment
by a healthcare practitioner [63], but the life cycle [64]for
other medical records varies for hospitals, health funders
and different categories of patients. These discrepancies
in record-keeping practicesunderscore the need for a
consistent and standardised single record-keeping sys-
temn across PHC facilities [56]. Additicnally, the fact that
each rehabilitation service is required to maintain sepa-
rate records, even during combined sessions for financial
and legal/litigation purposes, suggests a lack of integra-
tion and siloed service delivery, which affects integration
and multidisciplinary teamwork.

Given that the CHCs included in the study serve
densely populated and overcrowded townships, where
5% of the population resides, it is crucial to implement
integrated and coordinated approaches to rehabilitation
service record keeping to ensure continuity of care and
integrated service delivery [38].

Strenpthening the Routine Health Information Sys-
temn for rehabilitation in the country is needed to allow
for regular, easy accessibility and analbysis of -real time
data compared with population needs, -user profile data,
-referral practices and -completion of rehabilitation epi-
sodes. This monitoring is essential to plan and evaluate
rehabilitation to appreciate the impact of improvement
and outcomes [65].

While our study provides valuable insights into the
provision of rehabilitation services in the Johannesburg
Metropolitan District, it is important to acknowledge
some limitations. The retrospective nature of the study
and its reliance on the accessibility and accuracy of CHC
records may have introduced bias. Moreover, the study's
foocus on provided services overlooks those that are not
provided and the reasons behind it. Additionally, the
study focussed on the nine CHCs offering rehabilitation
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services, and the Andings may not be peneralisable to
other regions or healthcare settings. Future research
should address these limitations and further explore the
identified gaps in rehabilitation services to inform policy
and practice in a broader context.

Conclusion

The results from our study outline data available on the
rehabilitation services in PHC clinics in the Johannes-
burg Metropolitan District. The analysis of clinical reha-
bilitation records from nine provincially funded CHCs
between 2011 and 2020 revealed valuable insights into
the demographics of clients, types of disabilities, referral
sources, service use, and variations in rehabilitation ser-
vices across the nine CHCs. The findings underscore the
diverse rehabilitation needs across different age groups
and disabilities and the differences in services offered
by different rehabilitation disciplines. Rehabilitation
services should be tailored to meet the needs of indi-
viduals with a diverse age range, from children to older
adults. This includes ensuring services are reflective of
all types of care required at different life stages. Missing
data revealed the need to improve documentation prac-
tices, enhance coordination between healthcare facili-
ties, and expand service delivery models. Future research
should explore the alignment of the South African PHC
approach with the WHO Package of interventions for
rehabilitation [66], the effectiveness of rehabilitation
interventions, the impact on patient outcomes, and the
factors influencing service provision and access, includ-
ing the lacking healthcare professions. Strategies to
improve the provision and awareness of audiology ser-
vices should be implemented, especially in the context
of the School Health Programme and other community-
based initiatives. By addressing these issues, we can
strive towards delivering inclusive, person-centred, and
integrated rehabilitation services that maximise inde-
pendence, functioning, and quality of life for individuals
in need. Further research using qualitative and mixed
method studies are recommended as well as research to
develop an agreed minimum rehabilitation dataset for
rehabilitation services at the PC level
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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

User satisfaction with Primary Healthcare rehabilitation services in a South African

Title of publication 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
7.2.1%° 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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Abstract

Rehabilitation services are critical o improve health cutcomes, particulady at community level within primary health@re set-
tings. As groups with an interest in the health system, rehabilitation service users’ and @regivers’ involvement in various
aspects of health system strengthening is important for healthcare planning and evaluation. This soudy aimed o explore reha-
bilitation service users’ perceptions of the rehabilitation services and their effect on their functioning in the |ochannesburg
Metropolimn Districc. A qualimtive swdy was conducted using purposive sampling of participants atending rehabilitation
at nine provincially funded clinics. Semi-structwred interviews were conducted, and data were analysed using reflexive the-
matic analysis. The findings revealed the theme of happy with rehobilitotion services and five associated categories, namely
(1} service provider actions, {2 service organisation, (3) service user actions, (4) service access, and (5) service outcomes.
The partidpants expressed overall satisfaction with their experiences of rehabilitation services, highlighting the importance of
effective communication, patient-centred care, strong therapeutic relationships, and active patient engagement to achieve pos-
itve outcomes. This study provides the evidence for mainmining and extending rehabilitation ar the FHC level in support of
the health policy changes proposed for South Africa.

Keywords
patient experience, audiology, cccupationa therapy, physiotherapy, speech therapy
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care svstems wordwide, particularly within primary health-
care (PHC).! The potenial for improved health outcomes
at community level is most promising in PHC ® The integra-
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the insights from service wsers and their Bimilies, as key inter-
est groups in this pocess, to impmove service planning, deliv-
ery, and evaluaion, is hmited. Creating empowenng
opportumbes for individuals and communities 15 at the core
of mtegmted healthcars services.”

A service user appmach should be used to tailor PHC
rehabilitation services to the unigue needs md expectations
of individual service uwsers within ther respective contexts,
making services effective. This approach aligns with the
main objective of PHC to include user voices in patient-
centred interventions, User satisfiction, a vital measure in
today s consumer-oriented healthcare markets, may provide
patient and family feedback, with useful insights to guide
healthean: i.1'r|:|:|J't:r'.'v.-.:rn:;rmi.';I Maoreover, satisfied service users
tend to comply with prescribed inferventions, resulting in
improved health outcomes, and are more likely to advocate
for the service among their peers,™

When measuring patient expenence of rehabili tation ser-
vices, satisfaction with the health care system, the level of
enguganent in the service and the quality of relationships
between réhabilitation professionals and service users as
well as outcomes need to be comsidered. '’ Studies exploring
satis faction with rehabilitation services in South Africa have
not comprehensively covered these aspects at the PHC level
and are mostly limited to a single age or diagnostic group and
do not report on outcomes. Factors affecting patient experi-
ence with habilitation reported in the studies include stereo-
types and cultural values related to the astiology of disability
such as the belief that disability is imposed by outside entities
such as ancestors due to wrongdoing. Disaimination against
pemons with disabiliies and lack of finances affect their
ahility to use public transport to access rehabilitation services
impacting continuity of care, have been reported to infleence
satis faction with the service."*

Owver seventy pearcent of people with disabilities access
rehabilitation in the public health sector in South Africa.
They are frequently more economially disadvantaged with
financial constraints which do allow them to subseribe to
health insurance’® and private healthcare. Although the
public health sector provides free health care to children
under six vears, those over 60 years and those meceiving
social grants and pensions, overcrowding, staff shortages,
lomg wattmg tmes of up to eight houms, negabive staff ath-
tudes and lack of resources and complex refemral pathways
affect service user experiences, ™" South Africa is a multi-
cultural society as evidenced by the 12 official languages leg-
islated in the country. Pabients as service users meceiving
rehabilitation, represent vanous ethnic and culbural groups
with service providers having divergent beliefs shout health
care and home languages, necessitating that the service pro-
viders be culturally competent'™ '™

In this study, we explomed a comprehensive service user
pempective of PHC rehabilitation services within a South
Afncan  metropolitan district.  The study  encompassed
factors influencing service user satisfiction, including health-
care provider and user behaviowr, the service onganisation,
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accessibility, affordability, and the extent to which services
achieve desired health outcomes. Delving into these aspeds
can inform rehabilitation service planning and evaluation,
ultimately contnbuting to accessible, and gquality patent-
centred services being integrated into PHC Filn-z4

Methods

Study Setting

The study was conducted in the Joharmeshurg Metmopalitan
Dristrict, which comprises 81 PHC clinics and commumity
health centres (CHCs) distributed acoss seven regions.
Due to fimancial constramts within the health service only
nine of the provincialy funded PHC clinics and CHCs
offer mhabilitation services that include physiotherapy, occu-
pational therapy, spesch-langmage therapy, and andiology el
Some of these services are provided at the CHCs and clinics
daily while others are only available a few days in the week,
fortni ghtly or once a month. The clinics and CHCs are site-
ated in low socioeconomic, overcrowded urban suburbs of
the Metmo where taxis are the most affordable form of tmns-
port. Contrary to the WHO recommendations as supported by
research i SA, this means that services are not available
within the 5 kn distance mdns, and 3 min travel tme from
a patients home, ™

Study Design
A deseriptive qualitative study was conducted to explone the
experiences of rehabilitation services among service users.

Participant Recrutment

Purposive sampling was used to select 38 participants from
nine chnics and CHCs that offer rehabilitabon services.
Potential participants were identified by clinicians at the
clinics, and recruited nto the study by mesearch assistants
trained to conduct the interviews. The sample included
service wsens of occupational therapy, physiotherapy, speech-
language therapy, and audiology services who had attended
at least three rehabilitation sessions at the tme of the mter-
view. Both adults md caregivers of children receiving reha-
bilitation and attending these services, wene included in the
study. Participants were recmited when they amived at the
chinic to attend their scheduled rehabilitation appointments
over the data collecton period. Caregivers were mvited to
participate if the service users wene children or had commu-
nication impairments.

Data Collection

Semi-stmchred interviews with open ended questons were
used to colledt data due to the vanable educabon level of
service users at the dinics and CHCs. In South Africa this
may mnge ffom no formal education with many individuals
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not achieving secondary school quulifications. Research
asgistants  who were  rehabilitation  professionals  wene
tramed by the fist author to conduct the interviews, which
were conducted at the nine climcs.

The semi-structured interviews were audio-recorded and
conducted m English using a specially designed mteraew
guide that collected demogmphic information, such as age,
gender, type of disability, clinic attended, and frequency of
rehubilitation attendance, to gain 2 comprehensive under-
standing of the patticipants. Twelve open ended questions
ahout daily activities, mobility, employment, and schooling
required particpants to desearibe satisfaction with the ser-
vices, thar access to the services, their role in the rehabilite-
tion process and the outcomes achieved by indicating thar
engugement in activities and daily life before they started
receiving rehabilitation and after receiving rehabilitation at
the clinic.

Ethical Considerations

Ethics approval was obtamed from the Human Hesearch
Ethics Committee (Medical) of the Famlty of Health
Scences @t the University of the Witwatersrand
(M190466). Permussion to conduct the study was also
obtained fom  the Gauteng Department of Health
Participants provided signed informed consent for the inter-
views and audio recording.

Data Analysis
Demographic  datn were  analysed  descriptively.
Aundioc-recorded data were tmnscribed verbatim and analvsed
using MVivo v.1 1. Confidential ity was maintamed by assign-
ing unique codes to each participant to ensure protection of
pemonal data. The transcrptions of the service users’
responses to open ended quastions were reviewed by two
of the researchems. These msponses wene analysed to mibe
the ovenll perceived effectiveness of the rehabilitation ser-
vices they received at the clinic to identify the percentage
of patients who were highly satisfied, moderately satisfied
or minimally satisfied ™

The six steps in reflexive thematic analysis, using expen-
mental analysis, fllowing the approach of Brom and Clarke,
was wed ™ LM and 2 collegue experienced in qualitative
research coded the datn inductively, allowing categories
and themes to emerge from the participants’ own words, ™
Extmects from the data were included to support the main
theme, ensuring the interpretation remained directly tied to
the participants” waords, ™

Results

A total of 38 participants, 21 adults and 17 caregivens of chil-
dren attending rehabilitation services, wene included in the
study. Caregivens represented children, all below the age of
seven, in the interviews. The highest presenting impairment

107

in both adults (100F4) and children (64.7%) was related to
neummusculoskeletal and movemnent functions. Most partic-
ipants attended rehabilitation services once a month. See
Tahle 1 for detailed demogmphic information.

A suhstantial proportion of adult (85.7%) and child
(70.6%) participants peroeived the mhabihtation services
they meceived at the PHC faciliies as satisfactory and as
having a positive impact. (Table 2). The fictors influencing
these perceptions are discussed in the centml theme.

Central Theme: Happy with Rehabilitotion Services—
‘My Journey s Very, Very Happy. I'm Happy’

This study explored the perceptions of service users attending
rehabilitation services in the Johmnesburg Metropolitan
[rstrict. Motably, most respondents expressed satisfiction
with rehahilitation services, complimenting the effectivencss
and timeliness of sarvices, a5 well as the compassion and pro-
fessinalism of staff generabing a central theme reflectng the
overadl sahsfaction with the rehabibtaton services they
receive in the Johamesburg Metopolitan District,. This
theme: happy with rehabilitation services— "My joumey is
very, very happy. I'm happy" —encapsulated the positive expe-
riences and perceived effect of the services on the participants
wellbeing. The centrl thane had five associated cakponies:
service provider achons, orgamsation of service, service user
actions, senice access, and service outcomes (Figure 1),

Category |: Service Provider Actions

Perceptions of service provider actions by the participants
emphasised the positive impact of the interaction with the
rehabilitation persormel and the quality of care they provided.
This mcluded the way the rchabbtabon persormel made the
service users feel, the dient-centred care provided to service
users, good interpemsonal relationships ([PRs)  between
service users and rehabilitation personnel, constructive clini-
cal sctions of the rehabilitation personnel, and their strong
wark ethic. The participants expressed that the rehabilitation
personnel gave them confidence and were invested equally in
their progress, as two parbcipants explamed:

I saw the actions; [ saw every thing, the reaction to cane forws,
for everybody i community ... | found people who can help
me, and they helped me o get life ... T'm happy ... they sat
down with me and ... show me to get life. (Male, 64 y1s.)

They make me more confident abowt myself, and 1 can
manag e on my own. (Male, 34 ys)

Service users commented that they felt respected, listened to,
and supported, which they associated with feeling like being
part of a family and understood by the rehabilitation person-
nel. The participants highlighted the partnership and collabo-
rative nature of the userprovider relationship. As seen in the
following comments, the service users consistently desaribed
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Table |. Personal Factors of Rehabiliaton Service Users in PHC Facilides in the johanneshurg Metropolitan District (n=38).

Children represen ted
Adules (n=21) by caregivers (n=1T7)

i riable Description n (%) n [
S Male 9 (42.86) 12 (70.59)
Female 11 {52.38) 5(29.41)
Orver | [476) 0 (0.00)
Age at msemment (yearsy =3 MiA 4 (23.53)
-7 MiA 13 (T6.4T)
11-20 | [476) 1]
2140 6 (2857) MiA
4| &0 10 (4762) MiA
&1-T0 4 (19.05) MiA
O cupation stxtus Unempl oyed 9 (41.86) A
Emplayed 73333) MiA
Retred 5 (2380 MiA
Social grant s 8 (38.10) 10 (58.82)
Ma 13 &1.50) Ti41.18)
Impairments Mesromuseulaskdet] and movement-relared functons PR 11 (&4.T1)
Wolce and speech functons 0 (0UDD) | (5. 0:8)
Sensory functions and pain 0 (0.DD0) 2(l1.76)
Mental functans 0 (0.00) 3 {17.865)
Referral source (level of cars) st ernary 0 (U0 | (5.8:8)
Terdary 713333) 9 (52.95)
Secondsry 4 {19.05) | {5.88)
Primary e linic 8 (38100 4 (23.53)
Orver 1 (952) 2(l1.78)
Rehabil txtion srendan ce ey [ 1% 2 week) | [4.76)) | {5.B8)
Manthly (1% 2 manth) 20 (95.24) 16 [94.12)
Table L. Overall Satsfsetan with Rehabiliog on Services jn=38) Youknow at [name of hospital] they didn 't even give me that
walking stick ... Tonly came here for six orseven months ..
Children then they give me that walking stick ... 1 felt that they [fher-
represented by apists at clinic] were very mone caring. (Female, §7)
Aduls (n=21) caregivers (n=17)
Category M £ M £ The participants appreciated the positive and effective [PRs
Highly satished e 2571 2 7058 between themselves and the rehabilitation personnel H.'ﬂ:li
Moderstaly mtisfied 3 1478 5 9.4 the encouragement from the personnel ﬂirmghuut their
Minimally sarisfied 0 0.00 o 0.00 rehabilitation journey. Furthermore, the rehabilitabion per-
Missing 3 0.00 0 0.00 sonnel inform service users about rehabilitaton mterven-
tions. The following comments represented participants’
expeTiEnces:
the rehabilitation pemsonnel as ampathetic in their approach,
indicating  person-centredness i rehabilitation  service I got such good services from them. .. African people [care-
delivery. giver refeming to her own culture] they come i me they
say what does she [therapist from another culiure] wnderstand
I'm satisfied with it ... when I need to come for appointment, about my culture? But when they leave there, fhey can ruly
you inform me, [ inform you ... for me sometimes it's like a sy thank you. (Caregiver, representing a male child, 4yrs)
hig family ... you become one big family. (Caregiver, repre-
senting a male child, 4vrs) They ry to reach out i you as much as tey can so that you

get informed, (Female, 41
My overall impression is .. they weat us [as if] they wene in
our shoes, (Male, 37yis) Good work ethic, professionahsm, and comprehensive
knowledge were evident among the rehabilitation persommel,
Cme participant perceived the rehabilitation personnel at the 28 shown in the following comments:
clinic as more @rng because they 1ssued a wallang stick,
which the referring tertiary hospital did not do: Like they're professional acteally. (Male, 37y=)
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Happy with
rehabilitation
services- "Wy

happy. I'm happy™

jaumey is very, very

Figure |. Schematic representation of the thematic analysis of interviews with rehabilicadon service wers.

Therapist know what they are doing, not doing  guesswork.
(Female, 55yrs)

Category 2: Service Organisation

In terms of the orgamsation of the rehabilitation services
most service users perceived that meferral pathways
between services, appointment svstems, and short waiting
times contributed to their positive experience and sabisfc-
tion with the service. Participants indicated that therapists
scheduled appointments for them to attend all of their reha-
bilitation services on the same day to save money on trans-
portation, and that the appomtment system priontised thoss
with more severe disabilities, resulting in shorter waiting
times for therapy. This was stated:

I just walk and then she saw me with te crutches ... T gave
her & letter that they refer me .. she put me under appoint
ment and . ossid T will give yoo the next appointment™.
(Female, 45 yrs.)

When you go somewhene they want to leave you for 30 min
g0 and drink tea and do what they want to do ... but here,
when they book you for nine, make sure that you're there
... they will help you nicely ... without any complaints. ..
I do see them [rehabilitation services on] the same day ...
it's wery helpful {Caregiver, representing a male child,
4yrs.)
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Category 3: Service User Actions

Participants perceived it was their own responsibility to be
compliant with their prescribed home progmmme and
thempy appointments. They mentioned the importance of
their achons contributing to the positive outcomes of reha-
bilitation and how they willingly sacrifice their personal
needs to attend therapy sessions, as seen in the following
comments:

I did everything that they told me to do, like not to let him
watch TV a lot (Caregiver, representing a male child,
3yrs)

I didn't eat if | come here ... just becawse [ know what I'm
here for ... 1 dodicate myself ... and 1 want to be better, [
want to do what 1 have o do, (Male, 37)

Category 4: Service Access

Participants said they used public transport, specifically
taxis, Mearby mesidents walked to the clinic/CHC. The
expense of a single visit using public transport to access
various rehabilitation services in one day influenced
service accessibility. Although participants used rehabilita-
tion services at PHC clinics and CHCs, they collected their
medication from tertiary hospitals. They described it as
follows:
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.. becase we are using public transport to come to the clinic
., it's betier for me and it saves me a lot of money.
{Caregiver, representing a male child, 4yrs)

I don't get medication from you guys [referring & the PHC
facility] ... T am only coming here for the audiologist and
then for the physio ... T go to [name of eriary hospital] ...
[ have 3 or 4 appointments a week at [name of tertiany hospi-
tal]. {Female, 55)

Category 5. Service Outcomes

The participants reported noticeable improvements in their
finctional performance and activity  participation  from
attending rehabilitation services, as shown in the following

Comment:

I couldn't walk. T couldn't do anything for myself ... they
take sep-hy-step showing me love and then give me exer-
cises ... now ['m doing it and ... I'm standing myself. 1
don't have a pain anymaore ... I'm not crippled anymore ...
['m working ... I'm fine, (Male, 37)

Discussion

This study aimed to comprehensively explon: the perceptions
of rehabilitation service users in the nine clinics/CHC s offer-
ing rehabilitation services in the Johameshurg Metmopaolitan
Dristrict. Crverall, participants had positive perceptions of the
rehabilitation services and expressed high  satisfaction,
descnbing thar journey as “very happy’. This reflects the
findings from other studies on rehabilitabon  services
offersd in  wrhan  hospital-based  settings  in South
Africa,™"%*! Positive perceptions of rehabilitation services
provided at a PHC level were meported for all variahles
researched including the actions of rehabilitation profession-
als, streamlined services, improved accessibility, the patients
own active involvanent in the process, and notable func-
tional improvemnents. This differs somewhat from a study
which only considered children with cerchral palsy and
their caregivens in nral aras, who were dissabsfied with
the quality of access to PHC senvices.™ It would appear
that the context mnd avalability of rehabilitation services in
urban areas may be more sabisfictory.

In terms of the service provider actions the attentive care
provided by rehabilitation persormel significantly contributed
o positive pmwpnum among rehabilitation service users,
A.d.drc_-iamg participants as equals in the mchabilitation
journey mther than just as patients receiving the service
made them feel mspected and wvalued. This user<enired
approach trmslated into their opinions being  considensd
when addressing their care needs, resulting in a sense of
empowennent and active involvament in their rehabilitation
process, Moreover, the parbicipants valued the effective com-
mumication established with rehabilitation personnel, ensur-
ing not only their adive involvement but also fostering a
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sense of being gemuinely cared for and ﬁmpurhadg particu-
larly in wview of the stigma often experienced by disabled
individuals in South Africa’™ Thus, continuous and mean-
ingful interactions between healthcare provides and senvice
users should be emphasised in deivenng integrated PHC
rehabilitation services to ensure satisfaction and engagement
in rehabilitation services ™ This alims with the Mational
Core  Standards  for Health  Establishments m South
Africa,™ which emphasises the rights of patients must be
upheld, mcluding access to needed care and mspectiul,
informed, and dignified attention from healthears pmfession-
als.™ Building strong [PRs md trust between service provid-
ers and users ame important for successful rehabilitation
interventions, with trust between service providers and
users essential in fostenng collabomtive user-provider inter-
actions in the health care context. Sumpnsingly, this study
did not uncover concerns related to service continuity,
where reéhabi litahon service users consistently see the same
healthcare professional * Patticipants highlighted frequent
nterctions with different mhabilitabon personnel, yet they
stll perceived they received consistent, high-guahity care.
Previous research sugpests that contimuity of services 1s
i.111'purt.u1t.]“' However, the findings of this study sugpest
that issnes with service fragmentation cm be overcome by
effective  commumication, keesping  patients  informed.
Rchabilitation outcomes are attainable even when multiple
thempists are involved in a service wsers” care, if a consistent
and high standand of care 15 upheld. This finding is contrary
to a previous study where clinical skills wene found to be
inadequate "

Attentive hstening 15 important for effective therapeuhc
relationships in rehabilitation. Allocabing ample time for
attentive listening was identified as a prereguisite for
service satsfaction and leads to reduced stress, increased
engngement, and overall well-adjustment® The emotional
impact of how mehabilitation providers made service users
fieel throughout the rehahilitation process was found to signif-
icantly influemce the ovemll service wser experience.
Additionally, providing rehabilitation service users with
access to relevant information and explaining treatment
options further enhanced the ovemll patient experience, =

Culturl competence, which allowed rehabilitabon person-
nel to connedt withand respect people from other cultures, had
a posttive mfluence on [PHRs. Within this context, encouwraging
patient agency and providing culturally competent semvices is
supported by Majumdar et al* and highlighted effective ther-
apentic melationships beatween mehabilimtion pemsomnel and
service users in the qument study even though the ailtures
and home languages of the p:ﬂ:lmd ]:rml.dmg the service
and patients who were mceiving the service differed '®
Cultural competence that respects divemse values, lngages,
and beliefs about health mnd disease is particularly importint
in South Africa®” where senice providers may rely on trans-
lators to assist with communicating effectvely with patients.®

When considering the service organisation the profound
impact of patient-centred care on the health outcomes and
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agency of service users was evident. Service users tmst that
PHC mehabilitation services will meet their expectations in
terms of omgamsed senice delivery with set appomtments,
dumtion of treatment sessions and reduced waiting times,
which have been a reported cinse for service user dissatisfac-
tion in other South A Ficmn stodies.”™ " Trust extends beyond
the physical safety condibons of the envimomment and
includes omganisation of the service to foster the belief that
healthcare prosiders are competent in their knowledge and
skalls to deliver the care needed, mstilling confidence n vul-
nemble clisnts that they are in capable hands. ™ Kloppems etal
indicate the importmee of enhanced confidence in rehabil it
ton services through emotional support md encowragement,
fostermg a4 sense of hope and cowrage for  the
future, * making patients more likely to actively sngage in
their rehabilitation journey as demonstrated in the current
study, These fndings wem in contrast to other studies
where service usems reported dissatisfiction with the rehabil-
itation professionals” knowledge and shall for some condi-
tions."® The dissatisficbon may be due to many PHC
rehabilitation services being provided by novice therapists
completing a vear of compulsory community service directly
after graduating,™ whereas the clinics and CHCs in this study
had permanent post community service posts, where services
were delivered by more experienced thempists who may be
more skilled in addressing different conditions.*”

Active service user behaviouror engaganment not only cor-
relates with the factors discussed above, but with better
rehabilitation outcomes, and Gcilitates more service user
control, meciprocal shanng of emobonal responses, and
increased exchange of information ™ Participants in the
study displayed a strong sense of agency and active engage-
ment in their rehabilitation joumey, with dedicabon and com-
mitment to fllowing instructions md completing home
progrmmes, even sacrificing personal needs to attend reha-
bilitation sessions, and talang full responsibility for their pro-
press. Active service user engagement appears to have been
supported by the effective communication with rehabilitation
personnel resulting in treatment comphiance and  positive
service user perceptions, Patients as service users who have
poor commumication with heal theare provides are morne
likely to stuggle with treatment compliance since they are
likely to lack inderstanding of the reevance of the rehabihi-
tation ]:lrl:lj:;rm'rl:l'ni:."":I

In view of the sociosconomic status of the service users
attending the climes CHC participants highlighted ther appre-
ciation of the service providers understanding of their fimamdal
constramts in accessmg the clinesTHC s, The convenience of
multiple rehabihtation appointments on the same day as was
omganised within the clime/CHCs, mreduced trmsportation
costs and minimsed dismptions to thar daily  lives. 1
Addressing the challenges posed by transportation barriers 15
crucial as high levels of unemployment make fraquent visits
to climics finmncially bumdensome. Public tmmsport mnibus
drivers may discriminate people with disabiliies, mefusing
them access to the wehicle or charging exim for sssistive
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device tmnsport®’ The relatively new and accessible Rea
Wava bus service in the Joharmesburg Meropolitan where
the study was conduded 1s more affordable, however it only
has stops at three of the nine clinies, stll lmiting access
using this method of public tmnsport™ Implementing
service delivery models closer to patients” homes, such as
community-hased services and twsk shifing to commumty-
based rehabilitation workems, may significantly improve acces-
sihility and affordability, ™

Partia pants were sahsfied with the outcomes of their icha-
bilitation and itis important to note that partidpants” positive
outlook and high satisfiction may have been influenced by
the fimctional improvements they wemr experiencing at the
time of the interviews.*” The positive improvements in fune-
tiomal performance and activity partidpation validated the
effectivenass of the rehabilitation interventions provided
the clinics and CHCs"' This finding is supported by
another South Afncan study on childen with cersbral
palsy meeiving PHC rehabilitation services, where sabisfac-
tion with services was related to defmitve functional
outcomes achieved. ™

Ensuring that the perspectives of service users shape deci-
sions rganding rehabilitation service delivery can mesult
services that are mome tailored md responsive to individuoal
needs ¥ Future research should examine the extent of
service delivery meach and coverage, particularly considering

the positive outcomes for those recetving services.

Limitations

A limitation of this study was that the data were gathered
from individuals almeady receiving mehabilitation services
who spoke English, and who may have percerved services
in a positive way resulting in them reporting high satisfac-
tion. The use of rehabilitation professionals in conducting
the mterviews may have also nfluenced participants
reporting their negative perceptions, Future ressarch should
include the experiences of those who are lost to follow-up
and those who were refared but do not access the service,
to guin a more comprehensive unders tainding of fictors influ-
encing satisfaction and service discontimation. Although at
least five participants were reauited in each clinic the data
from mne climes and the small sample cannot be genembhsed
to other PHC rehabilitahion services, Additionally, further
investigation into other ameas related to user experiences,
such as barners to access and affordability, would provide
valushle msights,

Conclusion

The study provides evidence for the importance of retaining
rehabilitation services at a PHC level in urban contexts in
South Africa. It highlights the first contact status of PHC,
and the need for continuity of rehabilitation services which
are more accessible to service wem who mequire longer
tam interventions at a lower cost, based on rehabibitation
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service users’ overall satisfachon and the positive impact of
services receved. The findings indicate 2 comprehensive
wigw of rehabilitation services including the importance of
rehabilitation personnel behaviour in people-centred care,
cultural competence, and strong [PRs. Parieipants perceived
the service organisation within the clinics provided adequate,
experimnced rehabilitation personnel with expertise and par-
ticipants felt empowersd to actively participate in their own
ortheir child s healthcare decisions which resulted in positive
service user behaviours in engaging and complying with the
rehabilitation programme. The services were structured to
accommodate access particularly in view of fimnanagal con-
straints and outcomes achieved were perceived in a positive
light ultimately enhancing service user satis fcton,

Recommendations

I. Prioritise patient-centred care, cultural compe-
tence, and communication skills: Rehabilitabion
service providers in PHC should ensure that rehabili-
tation services are centred on service users” nesds
preferences, and values, culturally competent services
that mespect diverse values, language, and belisfs
ahout health and disease and establishing effective
thempeutic  relabonships,  mcluding  attenbive
listening.

2. Serviee organisation: ensure adequate rehabihitation
service provision with the required skill and expertise
is avalable in the chnics and CHCs by ensunng
semior posts are available at this level of care for
service  provision and oversight of  community

3. Empower patients: allow patients to actively partic-
ipate in their trestment decisions to facilitats control
and sense of agency for compliance and engngement
in their rhabilitation journey.

4. Improve service aceessibilityv: Address harners to
access by implementing  service delivery models
that bring rehahilitation services closer to patients’
homes, such as community-hased services and task
shifting to commumty-hased rehabibitation worems
trained to provide rehabilitation services.

5. Monitor patient owtcomes: Regularly assess and
mnitor patient outcomes from the patients” pemspec-
tive to gauge the effectiveness of rehabi litation inter-
ventions and inform improvemeants in rehahilitation
service delivery in PHC,

6. Foture research should melude mdividuals whao
have discontinued rehabilitation services to under-
stand the factors mfluencing the discontmuation and
identify areas for intervention. In a multicul tural
society such as that in South Afnica, kev achons or
behaviour of service providers in demonstrating aul-
turl sensitivity should also be considerad. Evidence
generated will assist rehabilitation professionals in
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advocatng for rehabilita bon services to be priontized
at the PHC level in view of new legislation and poli-
cies supporting universal health coverage in South
Adfrica.
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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.
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Primary healthcare rehabilitation service users views on activity limitations and
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Authors Lebogang Maseko, Hellen Myezwa, and Fasloen Adams
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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

8.2.11° The full explanation of the terms is in Appendix S.

Table 8.2 Details of author contributions Paper 6
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Writing: Original draft
Writing: Review & editing
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Lrnsaklark

Background: Increasing functional limitations and disabilities have mmised the need for
comprehersive rehabilitation services at the primary healthcare (FHC) level, particularly in
low- and middle-income countries. To support the integration of these services into PHC in
South Africa, assessing outcomes from the service users’ perspectives is essental.

Objectives: This study examined service users’ views on their FHC rehabilitation cutcomes in
a Metropolitan District of Gauteng, South Africa. The aim was o understand pemceived
changes in activity Wmitations and participation restricHons following the rehabilitation
interventiod.

Method: A quantitative survey design, including self-rating measurements and structured
interviews, was employed. Thirty-eight mehabilitation service users from eight clinics and
community health centres were purposively sampled. Participants rated their pre- and post-
rehabilitaton levels of difficulty in actvity limdtations and participaton restrictions, with
open-ended questions providing additional insights. Data analysds used descriptive statistics,
quantitative content analysis, and non-parametric tests.

Results: Significant improvements in mobility, self-perception, and quality of life were
reported by both adult and child service users. Caregivers of child service users also noted
positive experiences (p = (L019) in community, social, and civic life.

Conclusion: This study highlights the perceiwed positive changes experienced by FHC
rehabilitation service users in addressing functional limitations and disabilities. It underscores
the effectiveness of integrated rehabilitation service delivery in improving user outoomes,

Contribution: The findings offer valuable insights into how mehabilitation interventons
enhance functicnal abilities, social pasticipaton, and overall well-being. By focusing on
activity Hmitatiors and participation restrictions from service users’ perspectives, this study
supports the prority of providing person-centred rehabilitation services at the FHC level.

Keywords: rehabilitaton service users; person-cented approach; dnbegrated rehabilitation
services, rehabilitation outcomes; Primary Healtheare; functional limdtations; cocupational

therapy; physiotherapy, speech and language therapy; audiclogy

Introduction

The global increase innon-communicable diseases, newrological disorders, and traumatic injuries
has led to & rise in functional Kendtations and disabilides, pardeulacly in low and mdddle-dneome
oountries such as South Africa. Consequently, there is a growing demand for comprehensive
rehabilitation services (Stucki et al. 2017; World Health Organization 2019) to address this need.
The WHO and the United Mations Children's Fund (2018) advocate for the provision of
rehabilitation services at the primary healthcare (FHC) lewel for indiwiduals of all ages using a
whole-sodety approach to address the determinants of health, and by bringing services closer to
communities. However, despite the known importance of ehabilitation services, their integration
atthe PHC level has been hindered globally by a lack of recogndtion by policy makers and service
planners (Joint Learning Metwork 2023).

Ore potental reason for this Emited integration may be the lack of corsidera tion of rehabilitation
in health systems planning and an insufficient understanding of the benefits of rehabilitation
outcomes on health, disability and quality of life (QoL) as defined by the WHO (2002). Contrary
to the medical model that underpirs most health systems and focuses primarily on body structures
and functons, rehabilitation adopts a blopsychosocial spiritual approach o health as defined in

hitp:f fwrsre.ajod. ong . Open Aoess
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the International Classification of Functioning, Disability and
Health (ICF). This approach considers activity limitations,
and participation restrictions as well as personal and
envirommental factors (Stuckl & Hook 2006, WHO 2002).
Rehabilitation services aim to enhance not only physical and
mental functioning but alse to support the purpossful
engagament in daily life, including the domains of self-cam,
communication, social, lelsure, work and/or education
(WHO 2019).

Therefore, it &5 important &0 establish the owtcomes of
rehabilitation services, based on the ICF, determinad by the
individuals’ capacity or intrinsic ability to carry out actions
in everyday activities across varlous domains in their
physical, cultural, social, and economic environments (Huws
et al. 2021; Stucki & Hook 2006). The cutcomes are further
quantfied through measures of Qol. and well-being
(Donnelly et al. 2023). It is essential to provide evidence of
these outcomes to enhance the understanding and promotion
of the integration of rehabilitation services in PHC. To
provide the best value to their users, health systems must
first understand what s important @ patients and carers,
how o capture this information, and most importantly, how
tr use this informaton to improve the quality of care
providad by healthcam systems (Cadel et al. 2022).

The South African health system shows apathy in integrating
rehabilitation service delivery into their implementation of a
re-engineered PHC, a strategy almed at achieving undversal
health coverage in preparation for the MNational Health
Insurance (WHI) (Loww et al. 2023). This is despite advocacy
for the integration of rehabilitation into standard treatment
guidelines for PHC being in the Framework and Strategy for
[sability and Eehabilitation Services in South Africa
(FSDRSA) (MNabonal Department of Health 2015). The
proposed PHC multdisciplinary teams for the NHI primarily
include nurses, community health workers, and doctors
{Mash et al. 2020), with limited menton of rehabilitation
services. Consequently, individuals with functional
limitations and disabilities, or dwose at risk of disability could
face limited access to rehabdlitation services at the PHC level
in the proposed MNHI, a single healthcare system Ananced by
the government (Morris et al. 2021}

T support the integration of rehabilitation into PHC, it is
essential o provide evidence on the effectiveness of PHC
rehabilitation services delivered by interprofessional teams
comprising personnel from  physiotherapy, occupational
therapy, speach and language therapy, and audiology,
among others (WHO 2019). Such evidence should support
specific person-centred rehabilitation interventons deliverad
by rehabilitation professionals, which incorporate goal-
setting w0 address impairments and compensate for disability,
and provide environmental assessment, adaptation, as wall
as the prescripton of specialised equipment (Brown et al
2021). The evidence should emphasise the inclusion of client
experiences in the evaluation of services almed at restoring,
reclaiming, or maintaining function (Meyer et al. 2014).
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Measuring patient experience provides a more comprehensive
picture of healthcare quality and can highlight areas for

improvement (Cadel et al. 2022). Fatlent experlence
encompasses the range of interactions patients have with
the healthcare system, which may include several aspects of
care delivery such as patient-provider communication and
appoinkment wait Hmes, to0 name a few. Additdonally,
emphasising commundty participation and health outcome
evaluation are wital for providing clindcal evidence,
particularly in sub-Saharan Africa (Mash et al. 20200).

Literature on the effecHveness of PHC-level rehabilitation
often focuses on specific diagnostic groups treatad by a single
rehabilitation discipline in high-income  countries (Gell,
Mroz & Patel 2017). Consaquently, there is limdted evidence
regarding the effectiveness of such services on activity
limitations and participation restricions (Abdal-Malek,
Rosenbaum & Gorter 2020). Notable improvements in
soclal activity, work productivity, and reduced healthcare
admissions have only been reporied following
interdisciplinary PHC rehabilitation interventions for chronde
pain (Stein & Miclescu 2013).

In profession-specific publications in Sweden {Makiene ot al.
2022} and Migeria, physiotherapy interventions at the PHC
level for elderly clients and stroke survivors show positive
changsas in mobility, health-related Qol, and reintegration
intodaily life (Olaleye, Hamzat & Owolabi 2014}, Occupational
therapy services in PHC show promising results in countries
such as Sweden, the Netherlands, and the USA. Studies from
these countries report Improved ooccupational performance,
return b0 work, and enhanced CQol for individuals with
condiions  swch as depression, stress-related  ill-health,
dementia, frailty, and Parkinson's disease {De Coninck et al.
2017; Eklund, Erlandsson & Wastberg 2015; Erlandsson 2013;
Kjerstad & Tuntland 2016; Sturkenboom et al. 2014). Donnelly
et al. (2023) also report improved partcipation in work, and
functional and community mobility, induding driving and
engaging in soclal acivities for adults of varous ages. In the
Metherlands, an online programme supporting adults with
attention deficit hyperactivity disorder and autism has bean
successful in improving instrumental actvities of daily living
(Bolt at al. 201%).

Research on ocutoomes in paediatric PHC rehabilitation
services aditionally focuses on body functoning, but there
is evidence of positive effects on activity Umitations and
partcipation restriciion (Tveten et al. 2020). Although
somewhat outdated, physiotherapy  messarch  indicates
improvements in mobility and functional ability in children
with cerebral palsy (Smetana 2012). Similarly, ococupational
therapy interventions for children with cerabral palsy show
enhancements in occupational performance, self-care, play,
and education, as assessed by caregivers (Imms et al. 2010;
Kolit & Ekici 2023) Telehealth in paediatric PHC occupational
therapy alzo demonstrates benefits in communication, school
partcipation, and self<are for daily activities (Onal et al




2021} Howewer, no recent reseanch improvements
in actvity limitation and participation restricHons through
speach and language therapy or audiology in PHC was
found, indicative of the shonage of these services at the
primary leval. Daespite the available literature, the evidence
on the effectivensss of PHC-level rehabilitation services
remains inadequate, pardcularly for functional outcomes
related & ackvity limitations and partcipation restrictions
based on the ICF framework. There is a significant gap in
understanding the activity limitation and participation
restriction changes experienced by PHC rehabilitation service
users, particularly in low- and middle-income cowntries. This
study aimed o address this gap by exploring the change in
activity limitations and participation restriction cutcomes of
PHC rehabilitation services at elght FHC clinics funded by
the provincial health department in a Metropolitan District
in Gauteng, Sowth Africa.

Research methods and design
Study design

The study used a quantitative survey design with a subjective,
self-rating measurement accompanied by  open-ended
questons where data were collected during structured
interviews. The inclusion of open-ended questions allowed
partcipants o provide qualitative insights ingo the changes
experienced In activity limitations and  participation
restrictions (Zhao & Kwok 1999),

Study setting

The study was conducted in a Metropolitan Health District in
Gauteng, South Africa, which comprises 125 PHC dinics and
community health centres across seven regions (Massyn
et al. 2020). The faciities provide services to over 100000
people (Gauteng Province Co-operative Governance and
Traditional Affairs 20Z21). Of these facilites, only nine offer
rehabilitation services, including physiotherapy (22 staff
mambers), ocoupational therapy (20 staff members), speach
and language therapy (4 staff members), and audiology
(2 staff members) (Jhb Matro Behab 2023). At the #me of the
study, one of the nine clinics had diverted their rehabilitation
services to another clinic, thus only eight facilities were
available for the study.

Study population and sampling strategy

Rehabilitation service wsers attending the clinics and
community health centres in a Metropolitan District that
offer rehabilitation services wers recrudted for the study.
Purposive sampling was used at sight of nine provincal
clinics and community health centres, where 80 rehabilitation
service users, who met the indusion criteria of receiving
regular weekly or monthly services and belng able to speak
and understand English, were identifisd. Those who
attended fewer than thres rehabdlitation sessions wene
excluded t» ensure participants had an adequate experience
of rehabilitation services when reporting outcomes (Maseko,
Myeazwa & Adams 2024). Considering a 10% margin of error,

Pope 3 of 12 . Original Research

hito:/ferwwajod.ong . Open Acess

as recommended by Cochran's formula for ordinal data,
based on the 80 potential participants identified, 38 participants
were Included in the study (Orlbhabor & Anyanwu 20200 The
study collected data on the perceived cutcomes for both adult
and child service users from adulis or thelr caregivers. These
caregivers were either parents, legal guardians, or family
members who provided the necessary care to adult service
users. Adulis or the caregivers of children, most of whom
were top young for interviews, reported on the changes in
actvity Umitations and partcipation restricions before and
after rehabilitation. Additonally, caregivers, with consent
from adult service users with ocommunication disorders,
assisted or facilitated their paricipation in the interviews
using strategies implemented in rehabilitation sessions. Data
were oollected over a 4-month period between March and
June 2021. The eight research assistants, whoe were
rehabilitation professionals, conductad the interviews. They
were trained by the principal ressarcher on the data collection
process and had no prior knowledge of the participants or the
treatment they received.

Data collection

A ressarcher-developed survey, administared by research
assistants in a structured nterview, was used to gather data.
The survey included structured interview questions with
open-ended prompts that almed to provide addidonal
detalls about participants’ experiences or thelr careglvers”
observations of changes from pre- o post-rehabilitation.
Interviews were conducted in English and the interviewer
and/or adult caregiver assisted participants when required.
To ensure content validity, three rehabilltation professionals,
one occupadonal therapist, one physiotherapist, and one
speach and languags therapist and audiclogist with a dual
qualification recognised as experts with over 30 years’
experience in public and private health systems in the field of
rehabilitation, reviewed the survey questions. They assessed
each question for relevance, clarity, ambigulty, and simiplicity,
rating them on a scale from 1 to 4 (Folit & Beck 2006). The
final survey incorporated all relevant suggestions from thedr
foedback.

The survey consisted of three sectons. Secton 1 included
soclodemographic questions, medical history, and clinic visit
information. Secdon 2 conststed of 12 basic self-rated iems
aligned with the ICF classification to assess difficulties
in daily activities, mobility, employment, and schooling
{Zhao & Kwok 19990, In saction 2, participants were asked to
rate their pre- and post-rehabilitation performance as
independent with full participation, mdependent with some help,
or limifed participation verbally in reply to the questions.
Answers provided in this section were confirmed in open-
ended structured interview questions, and patients were also
asked to describe thelr own or thedr child’s feelings about
themselves and their QoL to gather more detailed information
about changss experienced during rehabilitation. Section 3 of
the survey included questions that asked participants to rate
their salf-perception, including their physical, mental, or
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soclal attributes, and quality of life (Jol) as ‘good,” ‘neither
good nor bad,' or ‘bad’. This approach is based on the
integrative theory of (Jol, as suggested by Lindholt,
Ventegodt, and Henneberg (3002), which considers both
objective and subjective components.

Eight research assistants who were rehabilitation
professionals employed at the clinics received training from
the prncipal researcher in the survey administration
and structured interview procedures. The rehabilitation
professionals at the community health centres and clindcs
identified 30 eligible sarvice users not previously treated by
them, of which 38 were included in the study. Partickipants
were provided with an information sheet, which was
explained, and the information discussed with them where
necassary. Written informed consent for study participation
and audio recording was obtained from all adult partickpants
and cameglvers of the children. Interviews were conducted
with adult service users, assisted by camegivers where
necessary, of with caregivers of child service users, to discuss
changes in their own or their child’s ackivity Hmitations and
participation  restrictons before and after rehabilitation.
These mnterviews oocurmed in a quist room within the clinic
and were audio recorded using a tablet. Interview recordings
were ancnymisad and transcribed verbatim.

Data analysis

Demographic data, participants” self-rated levels of
independence in different domains of actvity limitation
and partcipation restrictons before and  after
rehabilitation, feelings about ocneself, and (ol 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 transcripions of
open-ended questons in responses o changes in ackvity
lImitations and participation restrictions, feelings about
onesalf, and QoL were coded and analysed using quantitative
content analysis (Zoll 2018). A categorisation scheme, using
SUTVEY daacripturs ascud].ﬂg categories, was d.evek:uped. The
scheme and categoriss underwent pilog testing by the two
primary coders (the ressarcher and a colleague) and were
revised untl intercoder agreement was achdeved (Zoll 2016).
Coding was completed using a Microsoft Excel spreadshees.
T confirm the quality of the coding, a third coder
independently coded a sample of the responses (1085 of all
open-ended responses) for reliability. The Andings were peer
reviewed by two independent academic rehabilitation
professionals with experience in PHC and research o
establish agresment on all scores. To ensure validity of the
participants’ or their careglvers’ ratings of parformance in
the domalns of activity lmitatHons and participation
resirictions, the descriptive ratings were triangulated with
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the coded data to confirm consistency for each domain
(Zall 2016). Data pertaining to adult service users and
information provided by caregivers regarding their children,
who were also service users, were analysed separately. This
approach was employed to accommodate age-related
differences in activides and participation, whlising distinct
spreadshests and codebooks for each group.

Ethical considerations

Ethdcal clearance to conduct this study was obtained from the
University of the Witwatersrand, Human Research Ethdes
Committes (Medical) (Mo, MISM&S). Pamicipants, adult
service users and caragivers gave written informed consant
bt participate in the study and be audio recorded following
Explanaﬂun and discussion about i]'lestud}', and undersbood
that participation was voluntary, and they could withdraw at
any stage in the research process. Confidentiality during the
data analysis, results and publication that would arise from
the study was ensured through assipning participants a
partcipant code and only the first author having access to the
audio racordings of franscription.

Results
Sociodemographic information

Thirty-eight participants, including 21 adults and caregivers
of 17 children, completed the survey (Table 1} Most adult

partcipants were female (5238%), and most children were
boys (7059%). The age distributon showed that most
partcipants fell within middle childhood (3-7 years) and
middle adulthood (41-60 years) age ranges. Nearly half of
the participants receive a soclal grant. Additonally, 42.86%
of adult partddpants had completed 12 years or more of
educaton, but only one-third were employed and nearly
a quarter were retred. Physiotherapy had the highest
attendance rate among adults (62.50%), but the lowest among
children (26.67%). Speach therapy had the lowest attendance
among adulis (1250%), and audiology services wers not
routinely available at the Commundty Health Centres (CHCs)
during the ime of data collection, and wera therafore refarred
ti the higher level of care.

Factors related to attendance at rehabilitation
SErvices

Most participants attended Clinic [ in the Metropolitan
[istrict (Table I). Basad on the WHO impairments (body
function) codes (WHO 2002), all the adult participants
presented with neuromusculos keletal and movement-related
functions disorders (b7). A.m-:mg the children, a small
percentage had disorders in voice and speach functon (b3)
(3.9%]), sensory function (b2) (11.5%), and mental functon
(bl) (17.7%). Most adult participants were referred for
rehabilitation at the PHC level (38.1%), and miost children
were down meferred from the tertiary lewel (53%:). The
majority of both adult and children service users attended
rehabilitation sessions  monthly  (714% and 6470,

respactiv El].r’:l.
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TABLE 1: Sociode mographic indormetion of rehabiltstion sendics users in prismany heskhcare fsclities in a metropoliten district (8= 38).
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Rubiarral sourca [l of care) rireeen— o oo 1 588
Tarziary 7 3333 5 5555
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Prirnny/clink: a 3810 4 2353
Otk 2 352 i S.EE
Missiey 1] =T 0i] 1 5.68
Rushabiitation attsnd ascs Waakly [Lna week] B 1EET & 35.39
ety (22 @ month) 1= Ti43 11 £4.71
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Change in activities and participation before and
after rehabilitation in adults

For adults, the activity limitations and participation
restricion areas assessed included self<are, domestc liks,
mobility, community, social and dvic Ube, and major life
areas related to work (Table 3).

Motable changes were observed in two domains elaborated
in the following subsections.

Cisabiry and Health; CHE Cemmunity Healts Ceniee.

hita:/ feww.ajod.org . Open Access

121

Self-care [eating, washing, dressing)

Participants showed a significant improvement (p = 0.082) in

their independence in eating, dressing, and bathing after

rehabilitation. Some participants (28.57%) still required

assistance with dressing and bathing, but overall, self-care

abilities improved, as shown in the following comments:
*After secing [therapist X] ... | was doing exercise that [therapise
X] gave me ._ it ... helps me ... | was doing some of the things
myself . mo . helped by anyone.” (P38, Male, 37 years)
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TABLE 2: Change in activities and partic paticn bafore and after refabiftation for adult particpants (¥ = 21).
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“Alot of change beause ... | can dress by myself, and [ can bath
by myself, and 1 can eat by myself.’ (P05, Male, 25 years)

Domestic life (cooking, deaning)

Partcipants reported improved independence in household
tasks, such as washing dishes and cleaning cupboards.
Cooking and cleaning were not differentated, except
by one participant who is unable to walk but could
independently wash dishes. One participant indicated
that she could cook and clean but was umable o
do laundry. One participant described his experience, saying:

T always bring dishes to wash them sitting down, Cleaning miy
cupboard, dishes inside, clean irside there ... sitting down,”
(P30, Male, 64 years)

Mobility

A sipndficant Improvement {p = 0005} in mobility was
obsarved and participants reported increased ability to move
around, walk, and perform activites. Six participants
indicated that they were unable to move around without
help before rehabilitation. One partcipant described her
experience as follows:

‘And for me it was very difficult to move and to do any type of
activity. And my brother helped me o move at home, and
without his help it was very difficule.” (F25, Female, 49 years)

Those wsing wheelchalrs and crutches reported mild to
moderata difficulty after rehabilitation, but one partickpant
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required assistance to push the wheelchair to move arcund.
All the participants reported they had started to walk after
intervention, even if only indoors. Some continued to rely
on a wheelchair for long distances. They described their
situations as follows:
‘Teantwalk. 1 just started now .. my house is too lithe . but I walk
by myself ... in the yard ... notin the strest.” (P32, Female, 67 years)
WMo she can walk around ... she walks with a walker in the
house, in the yard ... but strest is oo far ... we fetch the
wheelchair " (P14, Female, 56 years)

Community, sccial, and civic life
Most participants did not have trouble with socialising
visiting, or attending church after rehabilitation.
One partcipant’s communication skills improved after
inbervention:
“She's much better ... she can communicate with me ... she talks
to them [femily memmbers] ... they cbviously don’t understand her
... lamiy ... she talks to them,” (P24, Female, 55 years)

Major life areas (work)
A small percemtage of participants were emploved after
rehabilitation and nearly 20% successfully returned to work.
Only two partcpants were not ready to return 80 work. The
participants described thelr situation as follows:
Mot yet [remdy to go back o work] ... applied for a T [disshiliy
gmmt]." (FO&, Male, 37 years)




T'm working ... | do everything at work .. I'm back ... at where
Iworked [before rehabilitation] ... everything is fine .. I'm getting
my own income.” (P29, Female, 41 years)

Feelings about oneself (self-perception) and
quality of life in adults

Participants reported a marked improvement in self-
perception (47.61%) and QoL after rehabilitation. Many
participants developed a more positive sensa of salf, and
statistically significant positive changes were obsarved in
thedr QoL (42 85%; Table 4).

The following quotes are examples of the participants’
experiences before rehabilitation:

‘I was feeling negative about myself berause of the way [ was ..
I thought ... that's the end of the story with me becapse ... |
couldn't walk. I couldnt do anything. | was crippled” (PO7,
Male, 38 years)

‘Poar ... [ coubdn’t do anything for myself ... even to take a bath
for mys=lE” (P38, Male, 37 years)

The following quotes are examples of the participants’
experiences after rehabilitation:
It's very good ... because I'm able to do some things ... towash,
o go to the shop by myself, not asking somebody.” (F30, Male, 64
yeams)
‘Positive ... I'm mowing better, and I can do the things that [ was
not able to do before.” [F2B, Female, 42 years)

Change in activities and participation before and
after rehabilitation in children

For children, the activity limitations and participation
restriction areas assessed included self-care, play, recreation

and leisure, mobility, community, socal and dvic life, and
major life amas related to school feducation {Table 5).

Motable changes were observed in several domains that are
elaborated in the following subsectons.

Three caregivers nodoad  that their children  showed
improved independence in salf-care such as eating and feeding

TRELE 4 Changes in feel about s= and quality of life before and after
mm%fwamnmﬁmﬂ:l.\':u}

‘Wariable ek Bler P
L k2 - %

Feelings about sell ouoaaT
Gonisdl £ 1008 10 4781

Maithar good nor bad k] 3609 2 953

Bad L] FLE ] 1 4.7
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Mot specified 5 2380 5 23.80
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themsalves with some assistance or independently. However,
they =till require assistance with tasks such as dressing
and bathing. While there was a statistically significant
improvement (p = (.011} in self-care after rehabilitation, most
of the children still need some support from their caregivers as
they were young. The following comments are examples of
the participants’ experiences:

‘T just take the pyjamas and put it on the bed ... he can ke

off ... clothes ... and wear ... pyjamas’ (Caregiver, male child,

5 years)

‘1 am bathing him ... the head and the face. He can bath the body

-.. I wipe him ... give him the cloth ... to wash hims=If . every

day.” (Caregiver, female child, 6 years)

Rehabilitation services wrained a mother on how to assist her
child with feeding, and she said:
“It’s helping 2 lot ... some of things that | don't know. They tell
me that if you go home you can do ke this" (Caregiver, male
child, 2 years)

Play, recreation, and leisure
Just ovar half of the participants menticned playing. Most
children were able to play, but some lmitations were
reported in playing with others before rehabilitation. One
partcipant said:
‘She was playing a little kit ..
(Caregiver, female child, 3 years)

but she fkes sitting at home.”

Most children (11.76%) play with others in different sattings
after rehabilitation, but three children still found it mildly
difficult. Cnly one child has severe to moderate difficulty
while playing after rehabilitation and his caregiver described
the situation as follows:

‘Hee seemed to be very angry. Instead of getting a toy and play
with a toy, he gets a toy and throw it away" (Carsgiver, male
child, 5 years)

Mobility

A statistically significant improvement in mobility was
obsarved (p = 0.033), and most children achieved
independence in moving within their homes after
rehabilitation. Prior to recedving rehabilitation, only 17.64%
of children were able to move without difficulty, and 70.58%
had mild to severe problems with mobility. The youngest
child falling into this category was 21 months old. Two
careglvers explained it as follows:

‘Hee was still improving. He could move on his buttocks. He did
it on that ime when | was not coming here.” (Cansgiver, male
child, 5 years)

“Mir balanice [to enable welling]. She was only sitting.” (Caregiver,
female child, 3 years)

A statistically significant improvement (p = 0.033) was
reported for mobdlity in the children after rehabilitation
Mone of the children were reported to have severs or
complete difficulty in mobility after sehabilitation. Even
though some children had not reached the developmental
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TABLE 5: Chanses im actiities and partic pation bafons and after rehabilitation for child particpants (¥ = 17).
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mdlestone of walking, most wers walking inside and outside
the house. This was expressed as follows:
‘He's improved ... [ke &) moving armund everywhers . the
maowvement started to improve, like kicking. He didn't know how
o use his leg” (Caregiver, male child, 2 years)
‘He's movwing around. He can sit ... in the chair ... He is able to
mawe. He can get out of the chair and crawl.’ (Caregiver, male
child, 4 yrars)

Community, social, and civic life
Social participaton was affectad for most children (F05E)
because of inability to use language. Many children showed
statistically significant improvement (p = (L019) in socialising
and communicating with others, enabling them to participate
more fully in social activities. Visiting was rarely mentioned,
but improvement after therapy was indicated for four
children who wers now able to communicate and whose
behavicur improved, thus allowing them & socialise, as sesn
in the following comments:
‘He can communicate ... can meew say words . knows [his]
sibling"s names ... He can hear the song that he loves, he can
sing, but not the lyrios.” (Caregiver, male child, 3 years)
‘He is ... comfortable talking to others. He ... participates. The
behaviour started to change since | attended [refailitation].”
(Caregiver, male child, 2 years)

Major life areas (school and education)
Some children faced difficultes with schooling because of
communication difficulties and challenging behaviour, but
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improvements were observed in these two arsas afer
rehabilitation. Thirty-five per cent of the children were
attending or had previously attended a crache or school
beafore rehabilitation. One child faced severe difficultes with
schooling  because of commumcation diffculties and
challenging behaviour. His caregiver explained that

“He has problems at crische, behaviour and can't communicate. It
was difficult becauses ... he gets agitated and become angry ...
maybe he is crying ... you grab him, be bites you.” (Caregiver,
male child, 3 years)

Positive change after rehabilitation was noticed for all
school-going children. All children at mainstream schools
were reported to have no difficulty with leaming, and an
improvement in communication abilites allowead another o
succassfully attend school after mehabilitation. This was
expressed as follows:
*After __. the help that we got from the rehab, she was able to go
back to school and started writing again. She even got an award
for being the first one in her grade, you know" (Caregiver,
female child, & years)
“He is in school now. He is speaking with everybody ... so people
understand him ... he understands them ... his schooling days
- it"s easier for him." (Caregiver, male child, 2 years)

Feeling about self (self-perception) and quality
of life in children

Owerall, caregivers reported more positive self-parception
and improved QoL in children after receiving rehabilitation




services. Statistcally significant improvements wene
obsarved in both aspects (p = 0,008 and p =0.017, respectivaly),
although some caregivers attributed these iImprovements &
thedr own acceptance and adaptations to the issues rather
than changes in function {Tabla &).

The following comments are examples of the different

partcipants” perceptions of their child’'s experiences bafore
rehabilitation:
T don’t know how to put this into perspective ... some of his
attitude or emotions ... it's only now that we can see it coming
up.” (Caregiver, females child, 3 years)
“His quality of life ... I think ... he's in bebween ... he is going to
be fine ... it's difficult for me ... his Life s bad.” (Caregiver, male
child, 4 years)

The following comments are examples of the participants”
experiences after rehabilitation:
‘B0 now, shes a very happy, playful child.” (Caregiver, female
child, & years).
“He is going to have a nice life.” (Caregiver, male child, 4 years)

Discussion

The Andings of this study provided wvaluable insights
into the outcomes of rehabilitation services provided by
an interprofessional team  including  physiotherapists,
occupational therapists and speach and language therapists
at the FHC level. The study explored the perceived changes
in acHvity limitations, participation restrictions, well-being
and (oL, from the perspectives of service users. The resulis
indicated that both ad ult and caregivers of child service users
experienced statistically significant Improvements in actvity

partcipation-specific domakns.

For adult participants, significant improvements wene
observed in the domains of self-care and mobility. Owver half
of the adults achieved full independence in seli-care, while
others still required some assistance, leading to a reduced
burden cn half of the caregivers. Similarly, with the exception
of one adult, all participants reported improved mobilisy
within their homes and yards, with over 40% being able to
mobilise in the community. This change was also reported in
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another study on cutcomes of PHC rehabdlitaton in clients
living with human immuncdeficlency virus (HIV) in South
Africa (Cobbing, Hanass-Hanoock & Myeowa 2017). These
positive changes reflect the impact of rehabilitation services
on individuals” functional abilitles and overall satisfaction
with their participation. Simdlarly, for children, signdfcant
improvements were found in self-care and mobility. While
only a few children achieved complete independence, the
assistance they required became more age-appropriate after
receiving rehabdlitation, leadlrg o mem\red partcipation in
daily activities. Notably, communication improvements in
children facilitated soclalisation within the family and
commurity, and some children were able to attend school
successfully.

The positive outcomes reported in this study align with
previous research results that demonstrated the positive
impact of rehabilitation interventions on functonal outcomes
and Qol. Clobal studies report similar improvements in
mobility, self-care, and social participation following PHC
rehabilitation interventions (Bolt et al. 2019%; De Coninck
et al. 2007; Eklund et al. Z015; Kjerstad & Tuntand 2014
Meisingsat et al. 2021). These Hndings support the WHO's
(2019) emphasis on the provision of rehabilitation sarvices at
the PHC level for individuals of all ages.

Howaever, it is essential o acknowledge that some domains,
such as domestic, community, social, and civic life; major life
areas related to work for adult participants; play, recreation,
and leisure; and school /education for child participants did
not show statistically significant positive changes. AcHviky
limitations in these domains are not easily addressed in the
clinic environment. A possible explanation is that providing
rehabilitation requires a more comprehensive approach and
consideration of the specific environment in which the
actvides oocur Addressing these activity Umitations may
involve incorporating service delivery models that mowve
services out of the CHCs, such as outreach through home
visits and task shifting to community rehabilitation workers,
&0 better integrate rehabilitation at the PHC level {Larsson-
Lund & Nyman 2017).

The study also reflected the perceptions of the users
to realistically evaluate the outcomes of rehabilitation
interventions. When the perceptions of service users are
probed, it is important to consider a person-centred approach
that 1= user-friendly and not influenced by power-dynamics.
Tailoring assessment tools &0 the specific population being
assessad Is crucial to obtain accurate and relevant information
(Dronavalli & Thompson 2015). In this study, simple scales
and structured interviews allowed partcipants to express
thelr views on changes in activities and participation and
considered caregivers’ feelings and QoL in relation to caring
for their child and the impact of rehabilitation on them {Irwin
etal. 20012).

Although the findings in thisstudy showed that rehabilisation
intervention has a positive effect, the authors are aware that
the participants are the cohort who utilised rehabilitation




services and that assessment and comparison  with
participants who did not engage in rehabilitation would
be more reflactive of the effect of rehabilitation. The
sustainability of the positive rehabilitation cutcomeas is an
important factor 0 consider, especlally at FHC level
Outcomes can be enhanced by including other models,
providing support for caregivers of children with
disabilities, and creating community-based groups For
adults with neuromusculrskeletal impalrments (Scheffler &
Mash 2019).

Limitations of the study

The study sample was not heterogensous in terms of
disability because the participants presented predominantly
with meuromusculoskeletal impairments, which may not
fully reprasent the broader range of rehabilitation neads in
the district. Only participants who were able to access the
clinics for rehabilitadon over thies sessions were included,
and thus, the results cannot be peneralised to thosa who had
limited or no access b these services. The measure of Col. in
children was mome of a representation of the caregivers’
perceptons than of the children themsalves.

Conclusion

The interprofessional PHC rehabilitation services showed
positive Improvements in activitles and participation,
self-perception, and QoL from the perspectives of sarvice
users. This study provides wvaluable insights into the
outcomes of PHC rehabilitation services and emphasises
the importance of considering person-centred approaches
and service-user perspectives when evaluating rehabilitation
interventions.

The following recommendations are proposed for future
research and policy implementation:

*  Adapting services to varyving environments: While
clinic-based services or the clinic model proved
effective in certain domains, it s important to explore
alternative service delivery models beyond the clinic
setting. For instance, home visits and task shifting
should be considered to address domains such as
domestic life, which may be better attended to in
patients” homes.

+  Addressing gaps in service provision: Commumnity-based
support groups and seli-help groups should be
incorporated into interventons to address social activites
and work-related challenges for adulis. The self-help
groups should explore salf-employment opportunites in
contexts with limited employment opportunities.

*  Exploring barriers b acoess: Future research should focus
on understanding the barriers that prevent individuals
with disabilities from accessing rehabilitation services,
partcularly those who require rehabilitation but are
not accessing these services. [dentfying these barrlers
will enable targeted strategies to improve access and
inclusivity in rehabilitation service delivery.
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* Patient evaluation of service: Longltudinal studies should
be conducted to assess the sustalnability of positive
rehabilitation outcomes over an extendad period. Long-
term evaluations will provide valuable insights into the
lasting impact of PHC -level rehabilitation iverventions and
guide affors to integrate ehabilitation services into PHC.

* Serenpgthen service-user participation and involvement:
The voice of the service user is important and must be
incorporated when evaluating the effectiveness of PHC
rehabilitatbion  in  activity limitatons, participation
restrictions, and service planning. Such  evaluation
measures should consider not only the functional abilities
of service users but also the impact of rehabilitation on
their camegivers and their Qol.

* Person-centred measures: Develop and implement person-
centred evaluation tools tallored to the specific population
being assessed. Service providers should routinely report
on outcomes related to body funchioning, activities, and
participation based on standardised tools for each patient
o support the efectiveness of rehabilitation.

*  Advocacy for education and employment opportunities:
Collaborative strategies between the health, disability,
and education sactors b strengthen advocacy efforts are
necessary o ensure children have access to inclusive and
quality education in alignment with the Sustainable
Devalopment Goals.

By implementing these recommendations, rehabilitation
sarvices can  become more effectve, inclusive, and
responsive o the needs of service users. Furthermore,
rehabilitation service providers can work collaboratively to
influence policy through tangible outputs to demonstrate
the impact of rehabilitation interventions and promote the
overall well-being and social inclustion of individuals with
disabilities. These measures can achieve recognition of
rehabilitation services and effective integration of these
sarvices into PHC.
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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.®? Furthermore, the chapter
undertakes a comparative analysis of the main findings using the WHO Health System Building

Blocks®! and the WHO Framework on Integrated People-centred Health Services.'®
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.®®!’ The conceptual
framework outlines six health system building blocks essential for integrating rehabilitation
services into PHC, a key focus of the study.®® 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

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.!8

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.®® 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.®>1%%11% 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.®
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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9.3 Data Triangulation

During the data triangulation stage, the researcher combined the data generated from multiple
sources to answer the following research question:*?> 126 How should rehabilitation services be
integrated into PHC at district level in Gauteng, South Africa? The data triangulation process
used Jabareen’s®? 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.” 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;®!?! 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.!?? 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.!?®!?* 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.

132



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

Scoping review: Scoping of literature to describe the service guidelines, models, and protocols for integrating
rehabilitation in BRICS

Chapter 3:
Paper 1

( Concurrent data collection

L 2

PHASE 2: REHABILITATION SERVICE PHASE 3: THE REHABILITATION
PROFILE SERVICE USER EXPERIENCE
Objective 3: To explore the experiences of

rehabilitation service users at PHC level in the
Johannesburg Metropolitan District, Gauteng, South

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

__________ Metropolitan District, Gauteng, South Africa l Africa
" QUALITATIVE: QUANTITATIVE:
Service provider interviews; S Record review
Explored the extent to which % < i Provision of PHC rehabilitation QUALITATIVE and QUANTITATIVE:
rehabilitation services are ‘€ .8isemvices in the Johannesburg
integrated into PHC service g 8 Metropolitan District by Service user interviews
delivery based on the 23 exploring client Rehabilitation service users’ perceptions
expressed reality of g ©O:sociodemographicsand of rehabilitation services and their effect
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Paper 2 ;! Chapter 6:
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Triangulation of data using the conceptual framework ]

PHASE 4: EVALUATION OF REHABILITATION SERVICES AND PROPOSED
REHABILITATION INTEGRATION FRAMEWORK FOR PHC AT DISTRICT
LEVEL

Objective 4: To propose a rehabilitation integration framework for PHC at district level in Gauteng, South
Africa
Desk analysis and synthesis

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’s® 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’s® 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’s® 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’s® 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.

134



STEP

Step 1: Mapping the
selected data sources
from Phases 1-3

Step 2: Categorising
the data

Step 3: Identifying and
naming concepts

Step 4: Deconstructing
and categorising
concepts

Step 5: Integrating
concepts

Step 6: Synthesising.

re-synthesising. and

making it all make
sense

PROCESS

* Inductive process ofidentifying key findings from the
conducted studies
* Analysis ofkey findings against the RE-ATM Framework

* Deductive categorisation of the data according to the WHO
Health System Building Block to determine influencing
factors on rehabilitation service delivery. which are leadership
and governance. finance, health workforce, information and
technology. medical products and assistive devices. and
service delivery

* Secondary categorisation of influencing factors at the macro.
meso. and micro levels

+ Constant comparison, re-identification, and mapping of
categories according to the WHO People-centred Integrated
Health Systems Framework, which resulted in strengthen
governance and accountability. reorient the model of care. create
an enabling environment. coordinate services within and across
sectors. and engage and empower people and communities.

+ Integrate and group together concepts that have similarities to
reduce the number of concepts.

+ Identify and consolidate the rehabilitation integration
concepts informed by the WHO People-centred Integrated
Health Systems Framework and literature

* Synthesize concepts into a theoretical framework

*  Further consolidation of the rehabilitation integration
framework informed by the WHO People-centred Integrated
Health Systems Framework and literature

KEY OUTCOME

Consolidated study findings according to
the objectives across the various phases,
and the RE-ATM Framework dimensions

Consolidated service delivery influencing
factors categorised according to the WHO
Health System Building Blocks

Macro-, meso-, and micro-level service
delivery influencing factors

Macro-. meso-, and micro-level
influencing factors categorised according
to the WHO People-centred Integrated
Health Systems Framework.

Grouped concepts according to the WHO
People-centred Integrated Health Systems
Framework

Consolidated PHC rehabilitation
integration framework

Figure 9.3 The six steps followed to develop the framework for integrating rehabilitation in PHC8?
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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’s®? 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.®? Figure 9.4 shows the process followed to further analyse and categorise the data using

Jabareen’s®? six steps.
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Objective

Objective

3 level level level
| WHOPeople-  WHO Health E.
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i Integrated Building Blocks empowering
i Health Systems influencing people and
WHO RE-AIM Framework ] . Framework factors ¥ communities
WHO Health System Coordinating ™ Qtrpngl?l;pning
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influencing factors - ot : se::t; e CENTRED and
INTEGRATED accountability
Leadershlpfgovernance ] REHABILITATION
WHO People-centred SERVICES IN PHC
( Medical products and ‘ Integrated Health
technology Systems Framework C. B.
Creating an Rearienting
. . enabling the model of
Sgrvme dellwew o environment care
Health services that deliver rehabilitation
interventions, including in specialized
rehabilitation hospitals, centres, wards . e e .
and units, in tertiary and secondary Framework for integrated rehabilitation in PHC
hospitals and clinics, in primary health
care facilities, and in community settings. . . Coordination . .
Policies, laws, : Care provision
- frameworks sl to individuals
[ Information systems ] i ’ and
national organisational and
[ Health workforce } instruments 9 level communities
| Financing | MACRO MESO MICRO
LEVEL LEVEL LEVEL

Figure 9.4 The process followed to further analyse and categorise the data using Jabareen s six steps
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9.3.2.1  Step 1: Mapping the selected data sources from Phases 1-3

STEP PROCESS KEY OUTCOME

Consolidated study findings
according to the objectives
across the various phases, and
the RE-AIM Framework
dimensions

Step 1: Mapping
the selected data
sources from
Phases 1-3

Inductive process of identifying key findings
from the conducted studies

Analysis of key findings against the RE-AIM
Framework

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.

Reach
Objective 3: Proportion of the target
To explore the population that participated in
experiences of the intervention, and the number
rehabilitation service of people that need rehabilitation
users at PHC level in services who access them

the Johannesburg
Metropolitan District, Effectiveness
GaUtz’;g, South Success rate of implementation
rica
Obijective 2:

Adoption To determine the
The settings where rehabilitation

Objective 1:

To map the existing
service delivery
guidelines, models,
and protocols for
rehabilitation service
delivery integration in
PHC through a
scoping review

interventions are delivered,
including multiple levels of

delivery agents and contexts, in
addition to organizations

Implementation
Seeks to understand how an
intervention is integrated into

diverse settings and
populations, and how it is
delivered and modified over
time and across settings

Maintenance
Long-term sustainment of
rehabilitation services in a

dynamic context

services currently
provided at PHC
level in the
Johannesburg
Metropolitan District,
Gauteng, South
Africa

Figure 9.6 Study objectives categorised using the RE-AIM Framework®
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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,>! 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 (Phasel)

Obijective 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.'? 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.” 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.*?® 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.?’
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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

Clinic model

e Qutpatient clinics are most common

o 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

o 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
e Suggested in both the outreach and clinic model through task shifting and task
sharing
Advantages: Supports health workforce challenges
Shared care involving trained CHWSs 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

SERVICE DELIVERY PROTOCOLS: Implementation

o |dentified for screening and intervention

o 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

e Guidelines for ward-based PHC outreach teams in South Africa

o Specify geographic delineation and composition of PHC teams, conditions of
employment, managerial oversight for supervision, and accountability

o Stipulate hospital or district-based members of rehabilitation personnel must
support the team

e However, training of CHWs within Ward Based Primary Health Care Outreach
Teams excludes rehabilitation services

Professional Standards

e Ensure standards of care are achieved by healthcare workers

¢ Non-adherence to these guidelines remains the biggest threat to rehabilitation
service integration

140




PHASE 1: REHABILITATION SERVICES IN THE BROADER CONTEXT

CBR model

e Training CHWs to provide rehabilitation services is an effective CBR model

o Includes delivery of home-based community care

Advantages: Improved functional and quality of life outcomes
Continued education and training, appropriate supervision of CHWSs, 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.® 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.'?® 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

Obijective 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 Hillborow 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

o 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.1?°

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 them®° and be maintained in those
services by continuing to use them when they need to and not be lost to follow-up.'3! 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.’®? 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.’®* A multidisciplinary rehabilitation workforce within a health system is essential to
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meet the comprehensive rehabilitation needs of the population, which is an integral component

of integrated healthcare services.*?

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.®® 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.3
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

Obijective 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
o Considered rehabilitation services to have substantial positive impact and rated them highly
o Necessary for treatment compliance and positive patient perceptions

Service provider actions: Actions of rehabilitation personnel

e Attentive care and actions of rehabilitation personnel

e Addressing participants as individuals rather than patients: Feel respected and valued

o 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

e 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

o Active patient engagement: Correlates with better outcomes, facilitates more patient control, reciprocal sharing
of emotional responses, increased exchange of information

e Ensure perspectives of service users shape decisions regarding rehabilitation service delivery >>>more tailored
services contextually responsive to individual needs

Organisation of service: Streamlined services

e Service access: Improved accessibility

e 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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o 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

e Trust extends beyond the physical safety conditions of the environment involves skill and knowledge of
service providers delivering the care

o Instil confidence in vulnerable clients that they are in capable hands

Changes in participation and quality of life from
service users’ perspectives: Effectiveness

e Both adult and child participants experienced statistically significant improvements in activity participation in
specific domains

o 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

o 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

o 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

o Addressing these activities may involve incorporating other service delivery models, e.g. outreach through
home visits and task shifting

o Important to understand the perception of service users to evaluate the outcomes of rehabilitation services
realistically

e Consider a person-centred approach: User-friendly, not influenced by power dynamics

o Assessment tool must be tailored to the specific population being assessed

o Consider caregivers’ feelings and quality of life in relation to caring for their family members and the impact
of rehabilitation on them

149




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.®*® 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.*3®

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

STEP PROCESS KEY OUTCOME

+ Deductive categorisation of the data according

Step 2: i . 0 Healt}% S B B.lC.)Ck. fo Consolidated service delivery
Categorising the determine mfluencing factors on rehabilitation T o e o sl
data service delivery, which are leadership and

according to the WHO Health

governance, finance, health workforce, System Building Blocks

information and technology, medical products
and assistive devices, and service delivery

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
Blocks®. 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.*®’
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.**® 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.!!8
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Table 9.4 Categorising findings from Phases1-3 (Objective 1-3) according to WHO Health System Building Blocks®*

Influencing factors: WHO Health
Systems Building Blocks (WHOQO)*

Summary of findings from Phases 1- 3 (Objectives 1- 3)

Medical products and technology

e Poor procurement processes for assistive devices
o 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

o

O 0O O O O O O

Service organisation and responsiveness

Services respond to service-user needs according to the most prevalent services, i.e. medical services

Condition: Specific vertical services (medical model)

Mini-hospital structure with a focus on acute patients results in early discharge from hospitals to PHC facilities
Rehabilitation not included in architectural design of PHC facilities: Lack of rehabilitation treatment space at clinics
Disconnect in the referral pathway

Service organisation through an appointment system: No capacity for walk-ins

Multiple points of service, e.g. medication collected at the tertiary-level, rehabilitation accessed at the primary level
Type of work undertaken with NGO is mainly regulatory instead of health promotion and prevention

o Service delivery guidelines, models, and protocols in use

(0]

O O O O

o

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

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

o 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
Interpersonal relationship building within and between stakeholders
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Influencing factors: WHO Health
Systems Building Blocks (WHO)%!

Summary of findings from Phases 1- 3 (Objectives 1- 3)

Service delivery

Inadequate liaison between community and health sector impacting rehabilitation service delivery
Role clarification between the Department of Education and the Department of Health

Mental health services less developed; physical rehabilitation services well developed

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

O O O O O O

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

153




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.!3® 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.''® 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.!!8

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.'*® 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.!*814

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.’*? 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

STEP PROCESS KEY OUTCOME

Step 3: . . . Macro-, meso-, and micro-level
Identifying and » Secondary categorisation of mfluencing factors LT .

- . service delivery influencing
naming concepts at the macro, meso, and micro levels factors

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.’*® Describing the study findings at
multiple levels led to a comprehensive description that can guide implementation at each

level 13°

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.3® 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.>®> 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 Blocks®! at a macro, meso and micro level

Influencing factors:
WHO Health Systems

Building Blocks Macro level Meso level Micro level

(WHQO)*

Medical products and - . isti L . .

¢ P o Inadequate budgets for assistive devices * Poo'r procurement processes for assistive o Waiting list for assistive devices
echnology devices

Leadership and
governance

o Provincial versus district policies

¢ Working model with auditing of
provincially funded NGOs

¢ Alignment and congruence between health
and other governmental sectors

o Lack of policy knowledge by stakeholders

¢ No involvement from rehabilitation
services in PHC reengineering streams

¢ No intersection between rehabilitation and
PHC reengineering streams

e Separate directorate for mental health and
rehabilitation

Lack of formal working procedure or
involvement in PHC reengineering streams

Service delivery

o 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

e Focus on acute level of care results in early
discharge from hospitals to PHC facilities

o Disconnect in referral pipeline

e Service organisation through an
appointment system: No capacity for walk-
ins

o Intersectoral collaboration taking place to
an extent through campaigns with the
Department of Sport and Recreation and
the Department of Social Development

o 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 Blocks®* at a macro, meso and micro level

continued

Influencing factors:
WHO Health Systems
Building Blocks
(WHO)%

Macro level

Meso level

Micro level

Service delivery

e Services respond to service-user needs
according to the most prevalent services,
i.e. medical services

o Condition: Specific vertical services

o Multiple points of service, e.g. medication
collected at the tertiary-level, rehabilitation
accessed at the primary level

o Patient-provider relations are important for
service delivery

e Provision of condition: Specific vertical
services

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.

sacrificing food to have adequate transport

money

Need to understand the profile

(demographic characteristics) of

rehabilitation service users

o 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

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
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Table 9.5 Categorising findings from Phases 1-3 according to the WHO Health System Building Blocks®* at a macro, meso and micro level

continued

Influencing factors:
WHO Health Systems
Building Blocks
(WHO)%

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.% 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.}*! Therefore,
enhancing information technology requires improvements at both the meso and micro levels to

facilitate integrated service delivery, patient tracking, and outcome measurement.>

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.'*°

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.}*® 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.#

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.'*® 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.*” 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.'?* 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

STEP PROCESS KEY OUTCOME

« Constant comparison, re-identification, and

Step 4: mapping of categories according to the WHO N he e e
D e S i People-centred Integrated Health Systems : : :
g . . influencing factors categorised
and categorising Framework, which resulted in strengthen accordine to the WHO People-
concepts governance and accountability, reorient the model controd Iitega ted Health S

of care, create an enabling environment,
coordinate services within and across sectors, and
engage and empower people and communities.

Systems Framework.

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).14° 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.*¥’

Therefore, the WHO Framework on Integrated People-centred Health Services'?! 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

122 outlines five key interconnected strategies for

on Integrated People-centred Health Services
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 Services??

WHO Framework on
Integrated People-centred
Health Services!®

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

e 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

e |nconsistent 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

e 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 Services?? continued

WHO Framework on
Integrated People-centred Macro level Meso level Micro level
Health Services!'®

Service delivery

o Positive functional outcomes in adults and
children

o Mental health services less developed;
physical rehabilitation services well
developed

o Type of work undertaken by NGOs is
mainly regulatory instead of health
promotion and prevention

e Focus on acute level of care results in
early discharge from hospitals to PHC
facilities

e Service organisation through an
appointment system: No capacity for

L . i ice- walk-ins . . .
Reorienting the model of care Services respond to service-user _needs . . . i ... . |e Mini-hospital structure with a focus on
according to most prevalent services, i.e. o Patient-provider relations building within ;
. . acute patients
curative medical focus and between stakeholders

o Delays and long waiting lists for assistive
devices

e Condition: Specific vertical services

e 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

¢ Condition: Specific vertical services

o Multiple points of service, e.g.
medication collected at the tertiary-level,
rehabilitation accessed at the primary
level

Leadership and Governance

o Lack of policy knowledge by
stakeholders ¢ No intersection between rehabilitation
¢ No involvement of rehabilitation services and PHC reengineering streams
in PHC reengineering streams

Create an enabling
environment

o 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 Services?? continued

WHO Framework on
Integrated People-centred Macro level Meso level Micro level
Health Services!'®

Service delivery

o Lack of rehabilitation treatment space

e Lack of transport for community-based
services, e.g. home visits

o Patient-provider relations are important
for service delivery

¢ Rehabilitation not included in
architectural design of PHC facilities

Information systems

o Lack of computers and information o Lack of computers and information
technology devices to enable service technology devices to enable service
delivery delivery

Create an enabling Health workforce

environment e Misdistribution of rehabilitation
personnel across the levels of care and
across the PHC facilities

e Non-retention of rehabilitation personnel | ¢ Misdistribution of different rehabilitation . . .
e Higher number of occupational therapists

at the PHC level: disciplines in PHC facilities X .

Lack of posts o Lack of appropriate rehabilitation and ph_ysmtherap|§t thap speech-language
© . - i - . therapists and audiologists at the various
o International migration personnel: Young, inexperienced PHC facilities
o Internal migration from the public practitioners in PHC facilities

sector to the private sector
o Low rehabilitation personnel-to-patient
ratio
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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 Services?? continued

WHO Framework on
Integrated People-centred
Health Services!®

Macro level

Meso level

Micro level

Strengthening governance and
accountability

Medical products and technology

e 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

e 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

o 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:

166

Coordinating services within and across sectors requires that health services be tailored
and coordinated to meet individuals’ unique needs and preferences.!'® 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.*® 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.®®! 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.

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



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.*®? 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.!18

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.’>® 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.

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.>* 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.

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.®® 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.

9.3.25 Step 5: Integrating concepts
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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 %, the influence of the building blocks at a macro,
meso and micro level, and the WHO Framework on Integrated People-centred Health
Services.!?? 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. 8 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

STEP PROCESS KEY OUTCOME

Step 6: » Synthesize concepts into a theoretical
Synthesising, re- framework
synthesising, and » Further consolidation of the rehabilitation Consolidated PHC rehabilitation
making it all integration framework informed by the WHO integration framework
make sense People-centred Integrated Health Systems

Framework and literature

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.8
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.1%

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.®’ 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’s® 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.11
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.'%® A comprehensive
integration strategy necessitates strong national policy support across various sectors, not just
in health.>® 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.>®

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.®® 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.®® 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.®® 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.'®® 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.*°
Additionally, adequately incorporating CHWs into governance structures across the entire PHC
system is essential for promoting community participation and accountability.1®

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.®>1¢? 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.1®3

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.’®* 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.6°

Additionally, clear, comprehensive service guidelines and their implementation are crucial for
the successful integration of rehabilitation services into PHC,'% 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.®*! Intersectoral and
interdisciplinary collaboration have been found to be essential to improve mental health at the
population level.*®” 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.'®

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.® The goal is to address health determinants and optimise

resource use through partnerships with the private sector.4168

The training and scope of practice of CHWSs have not focused on the social determinants of
health or the development of skills required for community mobilisation.'®® 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 CHWSs are actively supported through
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appropriate training on a national level and through support from rehabilitation personnel .6

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.'*® 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.!” 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.}’* 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.'?” 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.!’ 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.**®
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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.*® 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.3*">173 |mplementing 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 PHC™, A
suggested remedy involves incorporating CHWSs 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.” 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.'”™
Incorporating peer support workers mitigates professional shortages and promotes a sustainable
healthcare model in which communities actively participate in delivering rehabilitation

services.’®

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 tragedy® in South Africa taught the hard lesson that NGOs must be supported and
capacitated to care for residents with mental illness®, and that they play an important role in

! 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.1’® 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 areas®
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 CHWSs 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.>’’

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.!”® This is particularly significant in
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South Africa, where there are often differences in culture and language between service users
and rehabilitation personnel.}”® 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.®®

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.®® 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.*8!

Audiologists are in short supply, and this affects the ability to perform hearing screenings for
patients with chronic illnesses and universal screenings for babies.!®! The number of
rehabilitation personnel, especially in LMICs, suggests that the need for rehabilitation is much
higher than the services provided.*® 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.'®* 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.*

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
138

procurement processes.
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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. 8 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.** 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.!82

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.!® 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.3

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 efficiency'® and meso-level professional and
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organisational integration.! Through working together, rehabilitation personnel can harness
collective strength to improve service delivery and increase referrals to rehabilitation from other
PHC professionals.'® 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.%

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.
9.4.15  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 CHWSs and community rehabilitation workers could
significantly improve access to rehabilitation services, particularly in underserved areas.'®
Additionally, as part of the community, trained CHWSs can serve as vital links between the
healthcare system and opening communication channels between rehabilitation personnel and

users.’3

In South Africa, the Local Government: Municipal Systems Act of 2000 and the Local
Government: Municipal Structures Act of 19988 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.!® 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.®

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.®® This shift involves focusing on intersectoral
actions that target social determinants of health and strengthens partnerships between
academics and practitioners through communities of practice.™ In addition, higher education
institutions should also ensure graduates leave with interprofessional competencies that are
essential for a holistic approach and person-centred care.°

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.!*®
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.* 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
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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;

Rehabilitation is not currently integrated into PHC because it is impeded by the following

factors:

2.1

2.2

2.3

2.4

The shortage of rehabilitation personnel and limited access to services, especially
in remote areas;

There are variations in record-keeping practices and long-term follow-up of
patients, which impact integrated rehabilitation service delivery and continuity of
care;

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

There are variations in rehabilitation service availability among the various
rehabilitation services with occupational therapy and physiotherapy being the

predominant ones;

It is necessary to understand the demographic profile of rehabilitation service users to

guide rehabilitation service planning and delivery;

Rehabilitation service users have positive experiences of rehabilitation services, resulting

in high satisfaction rates; and

Both adult and child service users experienced significant improvements in activity

participation in self-care and mobility.
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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.*

The study sample of rehabilitation service users (Chapters 7 & 8) was not heterogeneous in
terms of disability because the service wusers 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.™** It emphasised the importance of
service-user perspectives when evaluating and planning rehabilitation service interventions.'®3
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, CHWSs, 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, | went into the study with an opinion of what the current
state of rehabilitation is in the Johannesburg Metropolitan District. | 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. | 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. | 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 | see the greatest potential for innovation. In reflecting on
this study, | 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 CHWSs 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 Review’®

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 1%,
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 1%, 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 %%, 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 1%,
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 %. 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 1. 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

A
F

m GAUTENG PROVINCE L]o ’)U‘-S

REPUIELIC OF SOUTH AFRICA
oS o wwarld class African clity

JOHANNESBURG HEALTH DISTRICT

Enquiries: Dr EM Ohaju

Tel: 011 694 3888 Cell: 076 8831659
Email: Elizabeth.Ohaju@aqauteng qov.2a
Hillorow CHC: Administration Building
Cr Smith Str. & Klein Street

Private Bag X21, Johannesburg

South Africa, 2017

Faculty Of Health Sciences
Research Ethics Committee,
University of The Witwatersrand
Johannesburg, South Africa

lebogang. maseko@wits.ac.za

DRC Ref: 2019-05-007
NHRD Ref no: GP_201905_048

Dear: Mrs Lebogang Maseko

TITLE: Integrating Rehabilitation services at Primary Healthcare level in Johannesburg, South
Africa.

Your application for research approval refers.

The District Research Committee has reviewed your application. This letter serves as an in-principle
approval to access the Districts Health facilities (mentioned below) for the above project subject to
following conditions:

s The facility to be visited: GAUTENG PROVINCE PROVINCIAL OFFICES, CITY OF

JOHANNESBURG METROPOLITAN MUNICIPALITY OFFICES, DIEPSLOOT SOUTH CLINIC, OR
TAMBO CLINIC, RABIE RIDGE CLINIC, WITKOPPEN CLINIC

s This facility will be visited from 16/09/2019 to 16/09/2020

¢ The research can only commence after you submit an ethics clearance certificate from a
recognized institution.

* You will report to the Facility Manager before initiating the study.

Region Regional Health Manager Contact No. " Cell phone
ABCEF | Ms Matlala 011440 1259 082 307 0267
A(LA) | NellyShongwe 011 237 8010 082 467 9276
District | Laila Patel N 082 497 4299

The following conditions must be observed:

* Participants’ rights and confidentiality will be maintained all the time.
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No resources (Financial, material and human resources) from the above facilities will be used
for the study. Neither the District nor the facility will incur any additional cost for this study.
The study will comply with Publicly Financed Research and Development Act, 2008 (Act 51 of
2008) and its related Regulations.

You will submit a copy (electronic and hard copy) of your final report. In addition, you will submit
a six-monthly progress report to the District Research Committee.

Your supervisor and University of the Witwatersrand will ensure that these reports are being
submitted timeously to the District Research Committee.

L]

The District must be acknowledged in all the reports/publications generated from the research
and a copy of these reports/publications must be submitted to the District Research
Committee.

We reserve our right to withdraw our approval, if you breach any of the conditions mentioned above.

Please feel free to contact us, if you have any further queries. On behalf of the District Research
Committee, we would like to thank you for choosing our District to conduct such an important study.

Regards,

DrEMGhaju || &
Chairperson: District Research Committee
Johannesburg Health District

Date ):? ﬂ‘j}%?

Dr R Bismilla
Executive Director
Johannesburg Health District

" 2olals
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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. | 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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Avre 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. | have been given Facility Information Sheet which explains the nature and processes
involved in this study, which is attached hereto;

2. | was given time to read it, or had it read to me, in the language | best understand,;

3. 1'was given time to ask any questions | wanted to and found any answers given to me
to be reasonable and satisfactory;

4. | believe | fully understand why the study is being conducted and what the intended
outcomes will be;

5. lunderstand 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. | understand that, even if I initially consent to take part in the study, | 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. | have been given a range of contact details, listed below. If I require further information

or become concerned about any aspect of this study | 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.
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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:
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Appendix F: Record Review Data Extraction Form

218

Confidential
JHB Metro District Record Review
2 Page 1
Record Review
Participant ID
Clinic QO Alexandra
QO Hillbrow
Q Stretford
QO Lenasia
(O Lenasia South
O Mofolo
QO Zola
O Discoverers
QO Chiawelo
Recorded code
Referred by O Hospital
Q Self
QO Teacher
O Unknown
Q Other
Name of hospital/clinic
Other
Address in record
Contact Number 1
Contact Number 2
Date of Birth
Age at Assessment
Diagnosis
21-04-2020 17:09 projectredcap.org QEDCap’



Confidential

Page 2
Therapies received ot
OPT
mER
] AUDIO
Number of group sessions (OT)
Number of group sessions (PT)
Number of group sessions (SLT)
Number of group sessions (AUDIO)
Number of Individual Sessions (OT)
Number of Individual Sessions (PT)
Number of Individual Sessions (SLT)
Number of Individual Sessions (AUDIO)
Short description of therapy received
Reason for leaving therapy O Lost to follow-up
O Deceased
O Referred elsewhere
O Unknown
O Other
Other
Total duration of rehab intervention
Number of clinic visits
Number of home visits
Number of outreach visits
21-04-2020 17:09 projectredcap.org QEDCap’
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Appendix G: Service Provider Interview Guide

Key Informant Interview Topic Guide

Researcher to begin by thanking the participant and asking him/her for availing themselves.

Remind the participant that the interview is being recorded so they should speak as clearly

as they can. Also alert the participant that the researcher will be making notes of some

points that the researcher may want to refer to later.

1.

I am here to talk to you about rehabilitation in Gauteng Province and in particular at
PHC level. What would you say is the status of PHC rehabilitation services at
present? Where are we?
What policies and or guidelines guide rehabilitation services at PHC in the Joburg
Metro District or in Gauteng, the country as a whole?
How well are these being implemented?
What would you like rehabilitation professionals and service users to understand
about what integrated rehabilitation services are?
To what extent has PHC reengineering taken place in Gauteng

a. How well has it been adopted at district level

b. What is on offer in terms of services (particularly in the 4 reengineering

streams)

c. How are rehabilitation services being delivered and by whom?

i. Prompt: NGOs have been known to support rehabilitation services
offered by the department of health and have “filled the gap’ where
rehabilitation services have been lacking. Would you say that is true?

How do you imagine rehabilitation services to be integrated into PHC? In other
words, if we were to say rehabilitation services are integrated into HC what
would/should they look like

What would you say are the barriers to integrated rehabilitation services

What would you say are the facilitators to integrated rehabilitation services
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Rehabilitation Outcome of Service Users (Adopted from Zhao

T, Kwok JKF, 1992)

Appendix H: Activity Participation Self-evaluation Form:

Confidential

Rehabilitation Outcome of Service Users in the Jhb Metro

District

The purpose of the survey is to understand the experiences of rehabilitation service users in the Johannesburg Metro
District and their perceived outcomes of rehabilitation. This relates to services received at the PHC level only- i.e. at
the CHC or Clinic. The survey is to be administered by the researcher as part of the interview. Please encourage the
service user to respond as honestly as possible and reassure them that the answers they provide will not influence

their care in any way.

Please ensure the service user has signed the written consent form before commencing with the interview.

SERVICE USER DEMOGRAPHIC INFORMATION

Name of Health Facility

(Please write the name of the facility where
service user acesses rehabilitation services)

Date of Birth

Age

Diagnosis

Impairments and Difficulties
Please select the impairments or difficulties that you
have in your opinion.

[ Seeing/Visual

[] Hearing

[ Speaking

[ Learning

[ Moving

[ Loss of feeling in limbs
[ Seizures/Fits

[ Mental health

[ Other

Other impairments
If other, please elaborate.

Date of the first visit to rehabilitation services in
Jhb Metro District (PHC level)

(Date that service user was first seen by any
rehabilitation service- OT, PT, Speech or
Audiology)

Rehabilitation services received/accessed in Jhb Metro
District (PHC level)

13-11-2020 11:11
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[ Physio

[ Speech therapy

O Audiology

[ Other

(Tick the rehabilitation services that service
users has received in the Jhb Metro District)

REDCap

projectredcap.org



Confidential
Page 2

Other Rehabilitation services received
If other, please specify

(Please state other rehabilitation services
received by service user if selected other in
previous question)

ACTIVITIES OF DAILY LIVING
Please indicate how you completed your activities of daily living before and after you started
receiving rehabilitation services from the Johannesburg Metro District.

Alone/Independent With help Not at all/Dependent
Activities of Daily Living Before O O O
Rehabilitation
Activities of Daily Living after O O (@)

Rehabilitation

PHYSICAL MOBILITY
Please indicate your ability to move around before and after you started receiving
rehabilitation services from the Johannesburg Metro District.

Not at all Inside the home Outside the home, Around the street
around the yard
Physical Mobility before O @) O O
Rehabilitation
Physical Mobility after O O O O

rehabilitation

SOCIAL COMMUNICATION
Please indicate your ability to engage and communicate with people before and after you
started receiving rehabilitation services from the Johannesburg Metro District.

With a stranger With a familiar person Not at all
Social Communication before O @] O
Rehabilitation
Social Communication after O O O

Rehabilitation

ABILITY TO WORK
Please indicate your ability to work before and after you started receiving rehabilitation
services from the Johannesburg Metro District.

Not at all Simple work Complex work
Ability to work before O O O
Rehabilitation
Ability to work after O O O
Rehabilitation
13-11-2020 11:11 projectredeaporg  RE DCap
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Confidential
Page 3

SOURCE OF INCOME
Please indicate your source of income before and after you started receiving rehabilitation
services from the Johannesburg Metro District.

Ones's own Family Social grant Other
Source of Income before O (@] @] O
Rehabilitation
Source of Income after O O ® O

Rehabilitation

Source of income before rehabilitation other
if other, please specify.

(Please state source of income of service user
before rehabilitation if selected other in previous
question)

Source of income after rehabilitation other
if other, please specify.

(Please state source of income of service user
after rehabilitation if selected other in previous
question)

QUALITY OF LIFE
Please indicate your quality of life before and after you started receiving rehabilitation
services rom the Johannesburg Metro District.

Poor Medium/Fair Good
Quality of life before @) @] @]
Rehabilitation
Quality of life after Rehabilitation @) O 6]
EMPLOYMENT STATUS

Please indicate your employment status before and after you started receiving rehabilitation
services from the Johannesburg Metro District.

Unemployed Employed Self-employed Other
Employment status before (®, O (®, @)
Rehabilitation
Employment status after @] O @] O

Rehabilitation

Employment status other before rehabilitation
If other employment status, please specify.

(Please state employment status of service user
before rehabilitation if selected other in previous
question)

13-11-2020 11:11 projectredcap.org ﬁEDCap"
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Confidential
Page 4

Employment status other after rehabilitation
If other employment status, please specify.

(Please state employment status of service user
after rehabilitation if selected other in previous
question)

SCHOOLING STATUS/TYPE OF SCHOOLING
Please indicate your schooling status before and after you started receiving rehabilitation
services from the Johannesburg Metro District.

Mainstream LSEN/Remedial None Other
Schooling status/type before O @) (@) O
Rehabilitation
Schooling status/type after @) @) (@) O

Rehabilitation

Schooling status before rehabilitation other
if other, please specify.

(Please state type of schooling of service user
before rehabilitation if selected other in previous
question)

Schooling status after rehabilitation other
if other, please specify.

(Please state type of schooling of service user
after rehabilitation if selected other in previous
question)

EDUCATION LEVEL
Please indicate your level of education before and after you started receiving rehabilitation
services from the Johannesburg Metro District.

None Primary Secondary Higher Other
Education Education/High Education/Tertiar
School y
Level of education before O O O 0] @)
Rehabilitation
Level of education after O O O O @]

Rehabilitation

Education level before rehabilitation other
if other, please specify.

(Please state level of education of service user
before rehabilitation if selected other in previous
question)

13-11-2020 11:11 projectredcap.org *EDCap"
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Confidential
Page 5

Education level after rehabilitation other
if other, please specify.

(Please state level of education of service user
after rehabilitation if selected other in previous
question)

SOCIAL PARTICIPATION
Please indicate how much you participated in social activities or activities of a social nature
before and after you started receiving rehabilitation services from the Johannesburg Metro

District.

Not at all Sometimes Often
Social participation before O O (0
Rehabilitation
Social participation after O O @]

Rehabilittaion

SELF ATTITUDE
Please indicate how you felt about yourself before and after you started receiving
rehabilitation services from the Johannesburg Metro District.

Positive Negative In-between
Self attitude before O O O
BENARIFHDner rehabilitation O O O
Overal rehabilitation effect on service user O Low
Please indicate what you would rate in your opinion O Medium
the overall effect that the rehabilitation services QO High
you received from the Joburg Metro District have had
on you.
13-11-2020 11:11 projectredcap.org kEDCap‘
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Appendix I: Service User Interview Guide

Service User Interview Topic Guide

The interview serves to understand how service users experience rehabilitation services in

the Jhb Metro District.

It will focus on the four most common diagnoses seen in the Jhb Metro as derived from the

record review from phase 1:

* Neuromusculoskeletal and Movement-Related Functions (physical conditions, etc.)
* Mental Functions (mental health, learning disabilities)
* Voice and Speech Functions (self-explanatory)

® Sensory Functions and Pain (hearing deficits, hearing loss, etc.)

The patient must be attending their 3™ session at the least.

The first part of the interview involves the interviewer asking the participant set questions-
it is a self-evaluation of their rehab outcomes on RedCap. You then probe/ask them to
explain why they give the ratings that they do. The second part of the interview serves to
unpack the responses that the participants gave to the questionnaire and dig deeper into

things that were mentioned superficially earlier.

The researcher to begin by thanking the participant for availing themselves. Remind the
participant that the interview is being recorded so they should speak as clearly as they can.
Also alert the participant that the interviewer will be making notes of some points that the

interviewer may want to refer to later.

“I would like to find out more about the responses you gave in the questions you have just
answered. So to begin with | am going to ask you to tell me about your journey from the
time you got discharged after your injury/ after you were hospitalised. It may be a long time
ago so | need you to try and remember as much as you can and tell me everything you can

remember. Do not leave anything out”.

Allow the participant to narrate their story and ask them clarifying questions where you see

gaps, e.g.

® Name of hospital they were discharged from?

®  When they were discharged?

Page1of2
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* Were they referred anywhere on discharge?

* How did they come to seek services at the CHC or Clinic?

“Let’s talk about your feeling or rating that you gave of the overall effect that you feel
rehabilitation services had on your life. You rated it a low/medium/high, can you tell me
more about that?”

“What is it that you would like rehabilitation service providers (therapists) to know about
the service they are providing to you/have provided to you”?

“When you come to the clinic, do you see everyone is one day, e.g. if you need to collect
your medication, do you see the nurse, the OT, Physio and all the other services you need
all in one go on the same day”?

If participants express that they have to come on separate days, ask them “if | were to
ask you how you would like things to happen for you when you come to the clinic, what
would you say? How do you want services to be tailored for you? How would you
redesign the services you receive overall in the Clinic/CHC and rehabilitation services”?
“Do you know anything about the NHI? Have you heard about the NHI”? If the
participant says YES, then follow up with “Can you tell me what you know or understand
about the NHI”?

“What would you say are the things that make it difficult for you to come for your
rehabilitation appointment”?

“What would you say are the things that make it easier for you to be able to come for
your rehabilitation appointment”?

“Is there anything else that you would like to add about your rehabilitation journey”.

Page 2 of 2
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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

Obijective 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

implementation

outcomes of rehabilitation and
broader outcomes (e.g.
measure of quality of life)

population that Individual —— of people who
participated in the ﬁlk-)ii?ttlxeirierviews with require
intervention. servicpe USers: rehabilitation but do
s : . not access the
experiences/perceptions of .
L service
access to rehabilitation
services
ObJeCt'Ve. 3 . . Perceived to be
In-depth interviews with effective in
EFFECTIVENESS service users: -
- : . enhancing
Success rate of Individual experiences/perceptions of

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

Obijective 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

MAINTENANCE
Extent to which a program
is sustained over time

Individual level

rehabilitation service
providers: perceptions of
long-term effects of
rehabilitation

Obijective 2

Patient record review: loss to
follow up in subcategories of
physical rehabilitation, mental
health and speech and hearing

Audio.
Objective 2 Improvements in
In-depth interviews with mobility, self-

perception, and
quality of life were
reported for adults
and children.
Children also
experienced positive
changes in
community, social,
and civic life.

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

UNIVERSITY OF THE
WITWATERSRAND,.
JOHANNESBURG

é HUMAN RESEARCH ETHICS
COMMITTEE (MEDICAL)

Office of the Deputy Vice-Chancellor (Research & Post Graduate Affairs)

TO: Ms L Maseko
School of Therapeutic Sciences
Department of Occupational Therapy
Medical School
University

E-mail: Legogang.Maseko@wits.ac.za

CC: Supervisor: Dr F Adams <Fasloen.Adams@wits.ac.za>
and <HREC-Medical.ResearchOffice@wits.ac.za>

FROM: lain Burns
Human Research Ethics Committee (Medical)
Tel: 011 717 1252

E-mail: lain.Burns@uwits.ac.za
DATE: 2019/11/28
REF: R14/49

PROTOCOL NO: M190466 (This is your ethics application study reference number. Please
quote this reference number in all correspondence relating to this study)

PROJECT TITLE: Integrating rehabilitation services at Primary Healthcare
level in Johannesburg, South Africa

Please find attached the Clearance Certificate for the above project. | hope it goes well and
that an article in a recognized publication comes out of it. This will reflect well on your
professional standing and contribute to the Government funding of the University.

\
MS\/orkSZOOOIlain0007/CIearscan.wps
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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 | accessed rehabilitation services
and | 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. | understand that, even if | initially consent for my records to be reviewed, | 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. Ihave been given a range of contact details, listed below. If I require further information
or become concerned about any aspect of this study | 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.
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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:
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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. | 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 | 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
(@) 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. | 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 | 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. | 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 | 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.

| have been given a Participant Information Sheet which explains the nature and
processes involved in this study, which is attached hereto;

| was given time to read it, or had it read to me, in the language | best understand,;

I was given time to ask any questions | wanted to and found any answers given to me
to be reasonable and satisfactory;

I believe | fully understand why the study is being conducted and what the intended
outcomes will be;

I understand that there will be no immediate benefit to me, should | agree to participate,
nor will I receive any payment; conversely, participation will not cost me anything but
my time;

I understand that, even if I initially consent to take part in the study, | 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

| have been given a range of contact details, listed below. If I require further information
or become concerned about any aspect of this study | 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.
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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):

Date:

Place:

Signature or mark

Witnessed by:

Name of Witness:

Signature:

Date:
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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.
| 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. | have been given a Participant Information Sheet for Minors, which explains what this
study is about;

2. The study was explained to me and | understand what will happen if | take part;

3. l'was given time to ask any questions | wanted to and was happy with the answers | was
given;

4. | understand that I will not benefit from the study, should | agree to take part. | also
understand that I will not be paid to take part in the study; taking part will not cost me
anything either;

5. | 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. | understand that even if | agree to take part in the study, | 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 1 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
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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 technigues 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

245




Appendix T: Letter from Language Editor

KARIEN HURTER
Copy Editor and Proofreader

Karien Hurter Email: karien.hurter@gmail.com

Tel: 071 104 9484

bl LANGCGUACGCE EDITOR -

6 April 2024
To Whom It May Concern:

This letter is to confirm that integrating Rehabilitation Services at Primary Healthcare Level in
Johannesburg, South Africa by Lebogang Maseko was edited by a professional language practitioner.
It requires further work by the author in response to my suggested edits. | cannot be held
responsible for what the author does from this point onward.

Regards,

&

Karien Hurter
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