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ABSTRACT 

 

Background: The COVID-19 pandemic has affected child health services worldwide, 

including in South Africa, where prioritisation of paediatric therapeutic services was 

lacking despite their vital role in health promotion and disease management. 

 

Aim: This study aimed to assess the impact of the COVID-19 pandemic on paediatric 

therapeutic services at a tertiary level hospital in Johannesburg, South Africa, focusing 

on service outputs, challenges, and innovations during 2020 and 2021.  

 

Methods: This study used a concurrent triangulation mixed methods approach. 

Quantitative analysis of service output data was combined with qualitative analysis of 

healthcare worker interviews. Integration was facilitated through a convergent design 

joint display during interpretation. 

 

Results: In 2020, patient contact sessions significantly decreased, particularly during 

lockdown phases, leading to missed diagnoses and adverse patient outcomes. 

Ineffective hospital management contributed to a lack of communication and direction 

for managers and clinicians which was worsened by the absence of national guidelines. 

Persistent trends of low service utilisation during the pandemic drove healthcare worker 

innovation, forcing healthcare workers to adopt a systems approach to decision making. 

Innovations centred on inter-professional communication and coordination, service re-

evaluation and restructuring, new service delivery models, technology use, patient 

education and prioritisation, and adapting the duration and frequency of care. 

 

Conclusion: Paediatric services healthcare workers responded innovatively to 

pandemic challenges, with some solutions improving long-term service delivery 

efficiency. Insights from this study can enhance health system preparedness and inform 

planning for paediatric therapeutic services in South Africa, especially in anticipation of 

future events and the National Health Insurance scheme. 
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CHAPTER 1: INTRODUCTION, BACKGROUND AND LITERATURE REVIEW 

 

1.1 Introduction 

Access to healthcare is a fundamental social determinant of child health (1). The 

COVID-19 pandemic has affected healthcare services worldwide, with low- and middle-

income countries (LMIC) being disproportionately affected (2). As healthcare workers 

(HCWs) prioritised the COVID-19 response, child health services, including therapeutic 

services, were significantly reduced in many contexts (3). This disruption could have 

lasting effects on progress towards the Sustainable Development Goal (SDG) targets 

(3).  

 

South Africa (SA), like many other health systems, has faced obstacles in health service 

delivery and progress towards Universal Health Coverage (4,5). This study looks at the 

effects of the pandemic on paediatric therapeutic services (PTS) at Chris Hani 

Baragwanath Academic Hospital (CHBAH) in Johannesburg, SA. The first chapter 

provides a background of the pandemic in SA, with a focus on child healthcare access 

during national lockdown restrictions. This is followed by the problem statement, 

justification for the research, and a description of the study aim and objectives. The 

chapter concludes with a review of the literature, drawing from studies in both 

developed and developing countries. 

 

1.1.1 Background 

Globally, the COVID-19 pandemic has profoundly impacted all areas of daily life (6). 

Unlike many other countries, SA’s initial response was decisive, declaring a state of 

national disaster on 15 March 2020 (7), and initiating a nationwide lockdown on 26 

March 2020 to contain the spread of the virus (7,8). The level 5 lockdown was one of 

the harshest globally, with widespread closures of businesses, schools, recreational 

facilities, and places of worship for extended periods. Restrictions on outdoor activities, 

gatherings, and public transport operations were enforced, and all international and 
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inter-provincial travel was banned (7,9). Additionally, a strict curfew was imposed, and 

the sale of cigarettes and alcohol was prohibited (7).  

 

These strict measures were intended to slow down the virus transmission rate and allow 

time for the already vulnerable healthcare system to prepare (9,10). The beginning of 

level 4, on 1 May 2020, brought some relief from the harsh restrictions; however, 

minimal movement was permitted until level 3 began on 1 June 2020 (11). Since then, 

lockdown levels have fluctuated based on epidemiological data, with greater restrictions 

imposed during the second and third waves in January and July 2021 (Figure 1.1) 

(11,12). 

 

Figure 1.1 Total daily COVID-19 cases for Gauteng (March 2020 – December 2021) 
(13) 

*Levels of lockdown: Red – level 5, yellow – level 4, green – level 3, blue – level 2, pink – level 1 

 

Service delivery for all routine paediatric healthcare services in SA has been 

significantly affected by the pandemic (14–19). PTS play a critical role in health 

promotion, disease prevention and management (20) and should therefore be 
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considered essential services. Moreover, the Africa Centers for Disease Control and 

Prevention (CDC) guidelines (21) and the Global Rehabilitation Alliance (22), 

recommended prioritising child health and rehabilitation as part of the COVID-19 

response in order to prevent worsening of chronic health conditions. Despite this, in 

many healthcare facilities across the country, PTS were not prioritised (14,23).  

 

PTS address the needs of children with acute illness and long-term health conditions, 

including disabilities. Although most of these conditions are not fatal, they can cause 

long-term complications and negatively affect child health and development (24). Early 

recognition and management of developmental difficulties are therefore essential to 

improve child health outcomes (25,26). Limited PTS during lockdown levels 4 and 5 

may have resulted in lost windows of opportunity for intervention or regression in skills 

for many children (27,28). Furthermore, frequent school closures, intended to curb the 

spread of the virus (29,30), have prevented children with disabilities, who usually 

access therapeutic services at school, from receiving care (31).  

 

The economic crisis in SA due to the COVID-19 pandemic has resulted in a loss of 

income for millions of people (32), significantly increasing the risk of food insecurity in 

the country (33). Consequently, there is concern that the nutritional status of children in 

vulnerable households has been negatively affected (34). Poor access to PTS would 

have compounded this, increasing the risk of malnutrition, wasting and stunting, 

especially for the youngest children (34), which is known to have disastrous long-term 

effects on developmental potential.  

 

UNICEF reported a dramatic increase in the risk of child abuse and violence in 

SA during the pandemic (35). Contributing factors include stress associated with 

lockdown, isolation and financial strain (35). In addition, children with 

disabilities are at an even greater risk of violence and abuse (27). Access to 

PTS offering psychosocial support could have helped caregivers develop better coping 

strategies, mitigating the risk of abuse and violence and addressing the effects on 

children and families.  
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In SA, health service delivery in the public sector is monitored through a routine facility 

reporting system (36). Routine service data are captured at each healthcare facility and 

include key outputs or units of service delivery (36,37). These outputs refer to the range 

of services offered and treatments provided and are usually measured in terms of 

quantity, quality, cost and timeliness (36,37). Outputs can be used to monitor the 

strength of the health system over time (36). 

1.1.2 Problem statement 

The central problem investigated in this research study is the extent to which the 

COVID-19 pandemic affected PTS in the SA public healthcare system. As a foundation 

for the study, the researcher recognised the problem to have two aspects.  

 

First, it is evident in the literature that COVID-19 affected the delivery of PTS globally 

(38–42); however, we do not know to what extent, particularly in resource-limited 

contexts like SA. Most existing research on the challenges and innovations in service 

delivery during the pandemic is from high-income countries, with different patient 

populations and resources (12,18,35,40–44)01/03/2024 10:42:00. This study will 

contribute to a local evidence base on the topic, which is currently limited.  

 

Secondly, most SA studies focus on the effect of the pandemic on one specific 

profession (45–48), but few incorporate a range of therapeutic services (49,50). 

Considering that children often require more than one type of therapeutic service, and 

HCWs work in multidisciplinary teams (MDTs), it is important to situate the professions 

within a broader context. This study will provide a holistic picture of the pandemic’s 

effect on a range of PTS within one SA tertiary hospital setting. 

 

1.1.3 Justification 

Although SA is no longer in lockdown, the COVID-19 pandemic is ongoing, and 

therefore, research on this topic is highly relevant. Considering the ongoing nature of 

the pandemic and the potential for future similar events, this topic will contribute to 

healthcare system preparedness. Moreover, there is limited literature on the impact of 
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COVID-19 on service delivery for therapeutic services, particularly in SA. This study 

therefore adds a unique perspective on the situation in a developing context. 

 

This study makes use of a mixed-methods approach which provides a more 

comprehensive understanding of the impact of COVID-19 on PTS than only quantitative 

or qualitative methodology. Qualitative data on successful innovations introduced to 

maintain service delivery during the pandemic could inform future planning and 

decision-making for PTS on a national level.  

 

Additionally, the upcoming National Health Insurance (NHI) system in SA is focused on 

pooling existing resources and improving access to universal healthcare (51). As such, 

strategies to improve service delivery efficiency are key. The pandemic has presented a 

unique opportunity to identify weaknesses in the healthcare system that must be 

addressed for the successful implementation of NHI. Key insights and strategies 

captured by this research could help to mitigate these weaknesses and optimise the use 

of existing resources.  

 

1.1.4 Research question 

What effect did the COVID-19 pandemic have on PTS at CHBAH during 2020 and 

2021? 

 

1.1.5 Aim 

The aim is to determine the effect of the COVID-19 pandemic on PTS at CHBAH in 

terms of service outputs, challenges experienced, and innovations made by HCWs 

during 2020 and 2021.  

 

1.1.6 Objectives 

1. To determine the effect of COVID-19 lockdowns on the routinely monitored PTS 

outputs between January 2019 and December 2021. 

2. To explore the barriers and challenges to service delivery experienced by each PTS 

department during the COVID-19 pandemic. 
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3. To describe the innovations made and possible solutions explored by each PTS 

department to facilitate service delivery during the COVID-19 pandemic. 

 

1.2 Literature review 

This review includes literature from both international sources and SA. Existing 

evidence is presented according to the study objectives and covers what is already 

known about the effect of the COVID-19 pandemic on paediatric services, and more 

specifically, PTS.  

 

1.2.1 COVID-19 and paediatric services 

There is substantial evidence demonstrating the global impact of the COVID-19 

pandemic on healthcare services (38). Despite children’s lower vulnerability to the virus 

and less severe course of disease than adults (52), all paediatric clinical services were 

still heavily affected (53–55). Hospital admissions and presentations to emergency 

departments decreased significantly during the initial months (56,57) and many routine 

follow-ups and well-child visits (e.g. immunisation) were deferred (58–60). There was 

also a noticeable delay in health-seeking behaviour, leading to late diagnosis and 

treatment, and adverse outcomes for numerous children (43,54,61). A primary reason 

for this was parents avoiding health facilities due to fear of contracting the virus 

(55,61,62).  

 

1.2.2 COVID-19 and paediatric services in SA 

The pandemic’s impact on SA paediatric services mirrored global trends (63,64). 

Studies in KwaZulu Natal reported a significant reduction in child health visits during the 

initial months of the lockdown (15), reduced coverage of child health interventions, and 

a reduction in paediatric hospital admissions (16). Confirming this, the Wave 1 NIDS-

CRAM survey reported significant decreases in health seeking behaviour among 

mothers with children requiring healthcare in the public sector during the pandemic (19). 

Essential interventions particularly affected by lockdowns include immunisation, HIV 

and TB prevention and treatment, and nutrition programs (64). HCW shortages, travel 

restrictions and disrupted community health worker routines have reduced healthcare 
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access (64). SA population surveys echo global trends, revealing that health-seeking 

behaviour was influenced more by fear of the virus than factors such as transport or 

service availability (65–67). 

 

1.2.3 COVID-19 and changes in PTS  

Therapeutic services worldwide experienced service delivery challenges due to the 

pandemic (38–42). During lockdown levels 4 and 5 in SA, non-critical outpatient and 

outreach services stopped, and therapeutic teams prioritised patients for in-person 

services based on level of urgency (14,23,45). Medically stable patients requiring 

rehabilitation faced delays and were placed on waiting lists, aggravating HCW scarcity 

and backlogs (23). Patients considered to be most affected during this period were 

those with comorbidities, immunocompromise and disabilities (23). There were also 

serious concerns regarding the effects of worsening socio-economic conditions and 

secondary complications due to the extended lockdown period (14). 

 

Changes to inpatient services varied, with some HCWs not treating any patients, some 

treating patients after COVID-19 negative tests, and some treating patients in wards 

alongside persons under investigation (23). Beyond patient care, many HCWs took on 

additional roles at their facilities, such as patient and visitor screening, health education, 

community screening and testing, and participation in COVID-19 task teams (23).  

 

1.2.4 Barriers and challenges to service delivery 

A World Health Organization (WHO) survey noted that national disasters like COVID-19 

disrupt rehabilitation services, particularly affecting vulnerable populations and weak 

health systems (68). Rehabilitation is often overlooked in health system readiness and 

initial response, leading to exacerbated service delivery limitations, and heightened risk 

of impairment and disability for affected individuals (49,68).  

 

In the initial hard lockdown phase of the pandemic in SA, van Biljon and van Niekerk 

(49) highlight that critical disability-specific services were considered ‘non-essential’. 

This classification led to limitations in various vital services (49). Consequently, 
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essential forms of support such as group sessions, vocational rehabilitation, caregiver 

training, and family meetings were subject to restrictions (49). Furthermore, there was 

no guidance available from the National and Provincial Directorates on the role of 

therapeutic services during the pandemic (45). The absence of guidance left managers 

to make their own decisions about clinical practice, which resulted in some departments 

working independently, without consulting other MDT members, due to the urgency of 

the pandemic response (45).  

 

HCWs reported experiencing multiple barriers to service delivery related to COVID-19 

regulations (14,23). Efforts to protect inpatients from the virus made service delivery 

challenging for HCWs. Quick discharge of non-COVID-19 inpatients, often within 24 

hours, limited opportunities for therapeutic services in the acute stage (14,23,49). 

Shortened sessions, intended to limit exposure time to patients, also restricted 

intervention (14,23). A pervasive fear among patients about contracting the virus during 

hospital visits further contributed to challenges in maintaining follow-up appointments 

and ensuring treatment compliance (49). 

 

The challenges of using Personal Protective Equipment (PPE) during the COVID-19 

pandemic had a multifaceted impact on HCWs and patient care. Donning and doffing of 

PPE required for treating COVID-19 patients added time to treatment sessions, thus 

limiting the number of patients that could be seen in one day (14,23). There was a lack 

of PPE or inappropriate PPE in some hospitals, particularly in rural areas, which 

impacted HCW safety (23,45). PPE was also expensive and restricted movement 

between different units in the hospital (23). Furthermore, HCWs experienced social 

distancing, masks and gloves as barriers during treatment, especially when treating 

patients with cognitive and speech deficits (23,49).  

 

The pandemic brought a sense of disorder and confusion to HCWs, which was 

worsened by absent or inconsistent leadership and poor communication (49). According 

to a global survey of occupational therapists (69), inadequate leadership and 

management was a common experience during the pandemic, leading to 
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inconsistencies within organisations. This was exacerbated by the presence of frequent 

and conflicting information, which obstructed service delivery and contributed to 

heightened stress and confusion (69).  

 

HCWs providing therapeutic services experienced increased emotional and 

psychological stress, particularly during the initial level 5 lockdown (14,23,49), which 

has subsequently increased the risk of burnout and mental health conditions (44,70). 

This trend has been reported globally and across healthcare professions (71–73). 

Inadequate, irregular, and poorly distributed information from hospital management 

about the numbers of infected patients and staff members and the number of deaths 

contributed significantly to anxiety and stress levels (14,23). Clear guidelines for PPE 

use, contact tracing, quarantine, and isolation to protect HCWs and their patients were 

also lacking in many places (23). Moreover, many HCWs were required to work outside 

of their scope of practice during the pandemic, (e.g., in swabbing tents) which increased 

their anxiety levels (49). In addition, HCWs commonly reported experiencing fatigue and 

moral injury, a feeling of severe distress from exposure to traumatic events which 

violate their personal moral values (74). Furthermore, many HCWs received no mental 

health support from their hospitals (14,23).  

 

Logistics and staff challenges also impacted service delivery. Closure of wards, 

departments, and at times, entire facilities for decontamination resulted in HCWs 

constantly changing their routine and moving around (14). Step-down facilities were 

often reportedly full, resulting in difficulty discharging patients to lower levels of care 

(14). In addition, staff shortages due to COVID-19 infection, quarantine, and isolation 

were a constant challenge, and vulnerable staff who could not work on the frontline also 

had to be considered (14). Student clinical supervision was significantly affected (49). 

Furthermore, there were concerns about PPE shortages, misuse of resources and 

corruption (49). Consequently, decision fatigue, especially at a managerial level, was 

commonly reported (14).  
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1.2.5 Innovations made and solutions explored by therapeutic services HCWs 

HCWs have implemented numerous innovations to sustain service delivery during the 

pandemic. Many countries have adopted telemedicine/telehealth for patient care 

(40,55,75–78) with a positive overall response (42,75,76,79). Adams et al (23), reported 

a significant improvement in teamwork and collaboration among speech-language 

pathologists, both intra- and inter-professionally, with nurses, doctors, and other MDT 

members, a finding which is supported in international literature (23,80,81). Additionally, 

van Biljon and van Niekerk (49) observed a distinct creativity among rehabilitation 

clinicians during the pandemic, with a readiness to extend their professional scope of 

practice and embrace the challenges presented. 

 

Many discipline-specific innovations have also been documented. For example, 

physiotherapists implemented customised home exercise programs, (82) developed an 

algorithm to identify patients requiring intervention, upskilled MDT members in 

techniques such as prone positioning, and created new treatment protocols (83). They 

also re-skilled and reassigned staff to other areas and facilitated early patient 

discharges (84). Social workers in Canada, the United States, Israel, and the United 

Kingdom demonstrated adaptability in maintaining therapeutic relationships with clients 

through creative approaches, such as meaningful interactions via text or email, involving 

clients in activities during video sessions, and accommodating client preferences during 

video-conferencing sessions (85). 

 

In SA, HCWs used a combination of telephonic consultations, WhatsApp calls, and 

telehealth for a small percentage of patients (14,23,86) as inequitable access to 

technological resources, particularly in rural areas, restricted its use (87,88). 

Additionally, HCWs developed extended home programs for discharge, along with 

videos and pamphlets for caregiver training (14). Many HCWs also produced therapy 

kits for in-hospital and home use, although these innovations were not unique to SA 

(41,42). Other innovations and solutions in SA included the development of new 

resources for improving service delivery. For example, one speech-language therapy 

department began making toys from waste materials that parents could use with their 
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children at home (23). Furthermore, some occupational therapists changed their 

approach to splint making to decrease exposure time to patients, choosing to adapt 

commercially available splints rather than creating customised ones (14).  

 

According to Balton et al (45), the speech-language therapy and audiology department 

at CHBAH employed a range of innovative strategies to maintain service delivery and 

ensure the well-being of their staff. This included training on the effect of COVID-19 on 

speech, language, hearing, balance, and swallowing. It also incorporated occupational 

health and safety protocols, infection control measures, and strategies to promote 

employee health and well-being (45). To ensure HCW safety, various protocols were 

introduced, and adherence was monitored through audits conducted by the infection 

control team. Most meetings were moved to online platforms. The department also 

explored various ideas, including using an alternative working model involving shifts and 

team rotations and conducting home visits. Unfortunately, these proposals were not 

approved by hospital management (45).  

 

Challenges in maintaining service delivery led the speech-language therapy and 

audiology department to collaborate with a non-governmental organisation, which 

assumed responsibility for delivering care packages with various supplies and 

information to patients in the community (45). Additionally, the department modified and 

refined treatment protocols, including risk reduction strategies and prioritisation criteria 

(45). Various other strategies were used to reduce the risk of viral transmission, 

including reducing patient contact time, decreasing the frequency of sessions, altering 

the position of therapists in relation to patients, and stopping all MDT joint treatment 

sessions (45). Throughout the pandemic, the department maintained a strong focus on 

HCW mental health and well-being, continuously sharing resources on support services 

and well-being activities relevant to healthcare professionals (45).  
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1.2.6 Conclusion 

The literature review highlights the global impact of the COVID-19 pandemic on PTS, 

emphasising disruptions in healthcare access, service delivery, and innovative 

responses by HCWs from both international and South African perspectives. 

Despite the existing body of literature documenting these effects, there remains a 

notable gap in understanding the specific impact on PTS in SA. This study seeks to 

address this gap by comprehensively examining the effects of the pandemic on PTS at 

a tertiary hospital in Johannesburg, SA. By investigating the nuances of these 

challenges and innovations within the SA context, this research aims to contribute to the 

broader understanding of pandemic response strategies in paediatric healthcare 

settings. The subsequent chapter will describe the research methodology, facilitating a 

seamless transition from literature review to the investigation. 
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CHAPTER 2:  METHODS 

 

2.1 Introduction 

This section outlines the methodology used to investigate the effects of COVID-19 on 

PTS at CHBAH, Johannesburg. It presents a description of the study design, setting 

and population as well as the data collection and analysis process. It also incorporates 

ethical considerations and strategies used to ensure trustworthiness.  

 

2.1.1 Study design  

The researcher undertook a concurrent triangulation mixed-methods study (89). This 

design involved collecting and analysing quantitative and qualitative data 

simultaneously, with greater emphasis on the qualitative part. Based on Creswell’s 

notation for mixed methods (89), this study design is represented as follows:  

 

 

 

 

 

 

 Figure 2.1 Concurrent triangulation strategy 

 

Due to time constraints and challenges with quantitative data collection, the researcher 

chose a concurrent triangulation mixed-methods study design rather than the originally 

planned sequential explanatory design. This was deemed appropriate as the 

quantitative data did not directly inform the qualitative enquiry. 

 

Quantitative Phase  

The researcher collected routine data on service outputs for 2019 - 2021, which is 

recorded by HCWs in each therapeutic services department and reported monthly for 

monitoring and evaluation. The data include information on contact sessions, inpatients, 

outpatients, assistive devices, and departmental staff, and is entered into various health 
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information systems at district, provincial and national levels. Although most of the data 

were not specific to paediatric care, some additional data on children were available 

from the occupational therapy, dietetics, and social work departments. 

 

Qualitative Phase 

The researcher conducted individual in-depth interviews to obtain a deeper 

understanding of HCWs' experiences of delivering PTS during the pandemic (90).  This 

qualitative approach enriched the quantitative data and provided explanations for 

changes in paediatric service delivery over this period. It also provided a more nuanced 

understanding of the unique challenges that HCWs experienced during the pandemic 

and the innovations and solutions they used to maintain service delivery.  

 

2.1.2 Study setting 

The study was conducted at CHBAH, a tertiary level teaching hospital in Soweto, 

Johannesburg (2). With approximately 3 200 beds, it is the largest hospital in Africa and 

the third largest globally (3). Paediatric services at CHBAH serve children up to 13 

years old. The hospital’s therapeutic services include occupational therapy, 

physiotherapy, speech-language therapy and audiology, social work, and dietetics. 

These services are largely specialised, often handling the most complex cases. Each of 

the departments offers a range of paediatric in- and outpatient services.  

 

2.1.3 Study population  

The study population for the quantitative phase was all clinical paediatric services at 

CHBAH, including PTS, between 2019 and 2021.  

 

The study population for the qualitative phase was all PTS HCWs in the occupational 

therapy, physiotherapy, speech-language therapy and audiology, social work, and 

dietetics departments at CHBAH between 2019 and 2021.  
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2.1.4 Study sample 

Quantitative Phase 

The researcher employed purposive sampling to include all PTS at CHBAH between 

2019 and 2021 (occupational therapy, physiotherapy, speech-language therapy and 

audiology, social work, and dietetics). There were no exclusion criteria for this phase.  

 

Qualitative Phase 

The study sample comprised key informants from each PTS department who were 

information-rich on the topic. The researcher used purposive selection to find these 

informants, who included Heads of Departments (HoDs), Chief paediatric HCWs and 

production-level workers for various perspectives. HoDs offered managerial insights, 

Chief HCWs provided specific team-related challenges and innovations while 

production-level HCWs provided practical perspectives on patient care and service 

delivery. The researcher requested HoDs or Chief HCWs in each department to identify 

information-rich production-level workers who met the inclusion and exclusion criteria.  

 

Inclusion criteria  

• All HoDs and Chief paediatric HCWs. 

For production-level workers: 

• Must have worked in paediatric services for a minimum of three months during 

the COVID-19 pandemic (between March 2020 and December 2021). 

• Must have been employed at CHBAH for at least six months before the first 

lockdown (employed during or before September 2019). 

 

Exclusion criteria  

Community service HCWs were excluded as they had not been employed at CHBAH for 

long enough to have experienced the level 4 and 5 lockdowns.  

 

The sample consisted of 16 HCWs, including three key informants from each of the 

occupational therapy, physiotherapy, social work, and dietetics departments, and four 

from the speech-language therapy and audiology department, as the department has 



 16 

dual functions. All participants were female apart from one. The participants had been 

working at CHBAH for various lengths of time (between 3 – 30 years). Their years of 

professional experience also ranged in time (between 4 - 32 years).  

 

2.1.5 Data collection  

The researcher obtained permission to access the quantitative data from the Medical 

Advisory Committee (Appendix E) and each therapeutic services HoD at CHBAH. 

Thereafter, paper-based routine data submitted monthly to the DHIS was obtained from 

the hospital administration department. Where possible, additional paper-based and 

electronic data was collected from some therapeutic services HoDs. Variables analysed 

for the quantitative phase were drawn from the available data (Table 2.1). The first three 

variables were drawn from routine data submitted to the DHIS. The additional variables 

were sourced from the dietetics, occupational therapy, and social work departments. 

 

Table 2.1 Variables analysed from routine data 

 

 

Variables for all therapeutic services 

Number of patient contact sessions in each department per month 

Number of inpatient contact sessions in each department per month 

Number of outpatient contact sessions in each department per month 

 

Additional variables for specific therapeutic services 

Dietetics Total number of new patients <5 years 

Total number of new patients between 5 - 12 years 

 

Occupational therapy Total number of diagnoses seen <5 years 

Total number of assistive devices issued to paediatric patients 

 

Social work Total number of patients <5 years per month 

Total number of child abandonment cases per month 

Total number of child abuse cases per month 

Total number of child neglect cases per month 

Total number of children referred for adoption per month 
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From May to July 2022, the researcher conducted in-depth interviews with HCWs at 

CHBAH using a semi-structured interview guide until the point of data saturation was 

reached. A total of 16 interviews were conducted. All interviews were conducted face-to-

face by the researcher in English; however, participants were also given the choice of 

online and telephonic options. All participants were informed about the study and 

provided informed consent (Appendix F). Interviews lasted 30 - 75 minutes and were 

audio recorded. No participants dropped out or refused to participate at any point. 

Repeat interviews were not necessary; however, clarity on specific statements was 

sought through email correspondence with participants. 

 

In-depth interviews were chosen for their confidentiality and ability to provide rich 

accounts of HCWs experiences of the COVID-19 pandemic (91). Questions in the 

interview guide (Appendix I) focused on the second and third study objectives, exploring 

the impact of the pandemic on HCWs at both individual and team levels, managerial 

decisions, and patient access to services. 

 

All in-depth interviews were conducted face-to-face. After the interviews, the researcher 

used journaling techniques to record details about the participants, such as body 

language, physical appearance, facial expressions and how participants 

responded. These notes were used to enhance reflexivity, transcript analysis and to 

identify any potential bias (92). 

 

2.1.6 Pilot study  

The researcher pre-tested the interview guide with two HCWs who had similar 

characteristics to the sample but were not working in paediatrics at CHBAH. Through 

pre-testing, the researcher was able to refine questions, clarify ambiguities, and 

determine if the information obtained would answer the research question (93). No 

major changes were deemed necessary; however, the researcher gained insight into 

how questions should be asked and was able to practice using the interview guide. 
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2.1.7 Data analysis  

The researcher analysed quantitative data using SPSS version 28.0. Descriptive 

statistics were used to summarise data from each of the therapeutic services 

departments. All variables were continuous and were summarised using the mean and 

standard deviation or median and inter-quartile range, depending on the normality of 

data distribution. Inferential techniques were applied, including the use of non-

parametric tests (the Mann-Whitney and Wilcoxon Signed Rank tests) as the data were 

not normally distributed. These tests were interpreted using U test statistics and p-

values. The data were recoded to reflect the introduction of lockdown measures in 

month 15 of the dataset, and medians were compared using the Mann-Whitney test for 

each variable. Results are presented using graphs and tables.  

 

For qualitative data, the researcher transcribed interviews verbatim using Otter.ai 

software. Using MAXQDA coding software, codes were applied to the raw data to 

uncover initial thoughts and ideas, developing a codebook, and looking for themes 

using an inductive approach. The researcher coded and recoded sections of text 

numerous times, considering as many potential themes as possible. At this point, the 

researcher shared the codebooks and emergent themes with her supervisor to cross-

check analysis and to ensure reliability and consistency. An interpretive paradigm was 

employed to understand participants’ subjective experiences. 

 

The results of each phase are presented separately (quantitative findings followed by 

qualitative). Following this, the data are integrated using a narrative approach and 

convergent design joint display during data interpretation to confirm and validate the 

findings generated by each method (89,94). The process of integration allows the 

researcher to produce a “whole” which is more valuable than the collective value of its 

separate quantitative and qualitative parts (94). The researcher used the Consolidated 

Criteria for Reporting Qualitative Research (COREQ) guidelines as a framework against 

which to check reporting of the qualitative methodology and results (Appendix J) (95).  
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Trustworthiness 

To enhance the study’s rigour, the researcher followed Lincoln and Guba's criteria for 

trustworthiness: credibility, transferability, dependability and confirmability (96). 

Triangulation was used to establish credibility, including data triangulation by including 

different levels of HCWs to obtain different perspectives, and investigator triangulation 

by having a supervisor as an additional researcher to make decisions on data analysis 

and interpretation (97). In addition, the results of both phases were integrated at the 

data interpretation stage using a convergent design joint display and narrative summary 

(94). Thick description of participants was used to establish transferability, including 

their context, behaviours and experiences (97). An audit trail of the research process 

was used to demonstrate dependability and confirmability (97).  

 

Reflexivity 

As a 33-year-old Master of Public Health student and female Caucasian occupational 

therapist with experience in the public sector, RM was conscious of her position as an 

'insider', with insight into some unique challenges that HCWs may experience. She 

acknowledged her “allegiance” to therapeutic services and potential to unconsciously 

overinflate the success of innovations used by HCWs during the pandemic. RM’s initial 

interest in the topic was sparked by anecdotal reports of challenges from other HCWs 

during the pandemic. Being aware of this position, she tried to be as objective as 

possible in her questioning and data analysis, despite her preconceived ideas and 

assumptions. 

 

2.1.8 Ethical considerations 

The researcher obtained the following permissions to conduct the study: 

• Ethical clearance was granted by the Human Research Ethics Committee (HREC 

- Medical) at the University of the Witwatersrand, Johannesburg. Clearance 

certificate number: M220122 (Appendix D). 

• Permission to conduct the study was granted by the School of Public Health 

postgraduate assessor committee at the University of the Witwatersrand. 
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• Institutional permission was obtained from the CHBAH Research Protocol 

Assessment Committee and each therapeutic services HoD at CHBAH 

(Appendix E). 

• The study was registered on the National Health Research Database prior to 

commencement of data collection (NHRD No. GP202201_018).  

 

In the qualitative phase, the researcher provided each study participant with an 

information letter informing them that involvement was voluntary (Appendix F). This 

information letter included information on the protection of the identity of participants, 

confidentiality, reporting of results and data storage. Informed consent was obtained 

from all participants, confirming their willingness to participate in the study. COVID-19 

protocols were followed during face-to-face interviews in accordance with national and 

facility guidelines.  
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CHAPTER 3:  RESULTS 

 

3.1 Introduction 

This section presents the results of both phases of the study on the effects of COVID-19 

on PTS at CHBAH. The findings of each phase are presented separately: quantitative 

findings from the routine data on service outputs are presented first related to objective 

one, followed by the qualitative findings from HCW interviews related to objectives two 

and three. The results of both phases are then integrated at the data interpretation 

stage using a convergent design joint display and narrative summary (94).  

 

3.2 Quantitative results 

3.2.1 Description of the sample  

A total of 305 routine data documents were reviewed and analysed (Table 3.1). Of 

these, 201 were paper-based documents submitted monthly to the DHIS; the remainder 

were electronic records. Most of the paper-based documents were obtained from the 

hospital administration department. Additional paper-based and electronic records not 

submitted to the DHIS were collected from some of the therapeutic services HoDs.  

 

Table 3.1 Description of routine data 

 Paper-based 
documents 

Electronic records Total 

Dietetics  75 26 101 

Occupational therapy  32 35 67 

Physiotherapy  32 0 32 

Social work  31 43 74 

Speech-language 
therapy and audiology  

31 0 31 

Total 201 104 305 

 

3.2.2 Patient contact sessions  

The analysis that follows uses summarised scores for the variables constituting each 

section. Trends are depicted in the following figures. These indicate the number of 

patients per category per month for each year. The mean count per month is shown on 

the y-axis. 
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3.2.2.1 Trends observed in the number of patient contact sessions 

Physiotherapy experienced a decrease in the number of patient contact sessions in 

2020 from the levels observed in 2019 (Figure 3.1). However, the numbers started to 

increase again towards the end of 2020. They remained stable for most of 2021 apart 

from reductions in January, July and December, which correspond with waves of the 

pandemic. Occupational therapy experienced a dip in 2020 from the levels observed in 

2019. Numbers increased in 2021; however, reductions were noted in April, July and 

December. The levels for social work decreased from 2019 and remained at a lower 

level for the remaining two years, apart from a spike towards the end of 2020. The 

number of contact sessions for speech-language therapy and audiology remained fairly 

constant and much lower than the other disciplines. Overall, the most notable changes 

were observed in the number of patient contact sessions during 2020 in the 

physiotherapy, occupational therapy and social work departments. 

 

Figure 3.1 Number of patient contact sessions in each department per month 
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3.2.2.2 Trends observed in the number of inpatient contact sessions 

Physiotherapy experienced reductions in inpatient contact sessions during April and 

August of 2020 and January, July and December of 2021 (Figure 3.2). After an initial dip 

in April 2020, the number of inpatient contact sessions for occupational therapy 

remained fairly constant for 2020 and 2021 apart from slight peaks in May and August 

2021. Dietetics experienced reductions in April and September 2020 compared to the 

levels observed in 2019. There were increases in numbers between February and 

March 2021 as well as peaks during June and August 2021.The number of inpatient 

contact sessions remained fairly constant over the three year period for social work and 

speech-language therapy and audiology. Overall, the most significant changes in the 

number of inpatient contact sessions were seen in the physiotherapy and occupational 

therapy departments during April 2020, which corresponds with the initial level 5 

national lockdown. 

 

 

Figure 3.2 Number of inpatient contact sessions in each department per month 

*Note: breaks in graph lines indicate missing data. 
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3.2.2.3 Trends observed in the number of outpatient contact sessions 

Physiotherapy experienced a reduction in 2020 from the levels observed in 2019 

(Figure 3.3). However, the numbers started to increase towards the end of 2020 with a 

spike in November. They remained fairly stable for most of 2021 apart from decreases 

in January, March, July and December. Occupational therapy also experienced a 

reduction in April 2020 from the levels observed in 2019. Numbers began to increase 

steadily towards the end of 2020 and in 2021; however, dips were noted in January and 

December 2021. Speech-language therapy experienced a reduction in outpatient 

numbers between March and July 2020 compared to the levels observed in 2019. 

However the numbers began to increase again towards the end of 2020, and spiked in 

March 2021. Outpatient numbers for social work and dietetics remained fairly constant 

throughout the three year period, with a slight decrease in 2020. Outpatient numbers for 

audiology decreased slightly in 2020 compared to 2019 levels. However, there was a 

significant increase in patient numbers in 2021 which exceeded pre-pandemic numbers. 

Overall, the most notable changes were observed for physiotherapy and occupational 

therapy in April 2020; however, there were reductions in the number of outpatient 

contact sessions for all departments over that period. 
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Figure 3.3 Number of outpatient contact sessions in each department per month 

*Note: breaks in graph lines indicate missing data. 

 

3.2.2.4 Trends observed in the dietetics department 

There was a decrease in the total number of new patients < 5 years seen in 2020 

compared to the levels observed in 2019 (Figure 3.4). This reduction corresponds with 

the initial level 5, 4 and 3 lockdown period. However, the numbers remained fairly 

constant in 2021, apart from a reduction towards the end of the year (November – 

December 2021). The total number of new patients between 5 – 12 years remained 

fairly constant throughout the three year period, apart from a slight decrease in 2020. 

Overall, the most notable change observed was the decrease in new patients < 5 years 

seen in 2020 which only began to recover fully in the later months of 2021.  

 

 

 

 



 26 

 

 

Figure 3.4 Number of paediatric patients seen by dietetics per month  

 

3.2.2.5 Trends observed in the occupational therapy department 

There was a significant decrease in the total number of diagnoses seen < 5 years in 

April 2020 which corresponds with the beginning of the initial hard lockdown period 

(Figure 3.5). After this, levels began to increase steadily again in the second half of 

2020 and remained fairly constant for 2021.The total number of assistive devices issued 

to paediatric patients remained fairly constant over the three year period. Overall, the 

most significant change observed was the reduction in total number of diagnoses seen 

< 5 years in April 2020. 
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Figure 3.5 Number of paediatric diagnoses seen, and assistive devices issued to 
paediatric patients by occupational therapy 

 

3.2.2.6 Trends observed in the social work department 

There was a decrease in the total number of patients younger than 5 years seen per 

month in April 2020, which corresponds with the initial hard lockdown period (Figure 

3.6). Patient numbers peaked between February – April 2021 and again in November 

2021, which corresponds with adjusted level 1 lockdown periods. It is important to note 

that the number of patients < 5 years seen per month in 2021 significantly exceeded 

those observed in 2019. The number of child abuse cases per month remained fairly 

constant for the three year period, apart from a peak observed in February 2021, which 

corresponds with a level 3 lockdown period. The total number of child neglect cases per 

month decreased in 2020 compared to the levels observed in 2019. Overall, the most 

notable changes were the reduction in total number of patients < 5 years  in April 2020 

and the subsequent increase in these numbers in 2021.  
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Figure 3.6 Number of paediatric patients seen by social work, by diagnosis 

 

 



 

3.2.3 Changes in service outputs following the introduction of COVID-19 lockdown measures  

The data were recoded to reflect the introduction of lockdown measures in month 15 of the dataset (March 2020). The 

results are shown below. 

 

Table 3.2 Changes in the number of paediatric patients seen by dietetics per month following the introduction of 
COVID-19 lockdown measures 
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Total number of new patients 
< 5 years 

14 258.57 46.47 280.00 193.00 286.00 303.00 191.00 22 203.52 34.37 204.00 170.00 228.00 261.00 141.00 
 

28.000 
 

0.016* 

Total number of new patients 
between 5 - 12 years 

14 41.57 8.46 41.00 33.00 46.00 55.00 30.00 22 29.48 7.54 29.00 24.00 36.00 43.00 13.00 
 

18.500 
 

0.003** 

*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001 

 

The test results indicate that there were significant differences before and after the introduction of lockdown measures for 

the total number of new patients under 5 years (U=28.000, p=0.016) and the total number of new patients between 5 – 12 

years (U=18.500, p=0.003). An inspection of the median values indicate that the medians (IQR) were higher before 

lockdown (280.00 (193.00-286.00) and 41.00 (33.00-46.00)) compared to after the introduction of lockdown measures in 

both cases (204.00 (170.00-228.00) and 29.00 (24.00-36.00)).  

  



 30 

Table 3.3 Changes in the numbers of paediatric diagnoses seen and assistive devices issued to paediatric 
patients by occupational therapy following the introduction of COVID-19 lockdown measures 

 

 Covid-19 

 Prior to lockdown measures After introduction of lockdown measures   
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Total number of diagnoses seen 
<5 years 

14 536.00 99.06 506.50 463.00 570.00 738.00 435.00 22 515.45 175.76 562.50 424.50 635.00 769.00 85.00 
 

149.000 
 

0.753 

Total number of assistive devices 
issued to paediatric patients 

14 32.00 10.89 30.50 26.00 39.00 53.00 13.00 22 33.05 17.70 30.00 23.00 47.00 73.00 3.00 
 

151.000 
 

0.893 

*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001 

 

There is no significant difference between the medians (distributions are the same) for before lockdown compared to after 

the introduction of lockdown measures for each of the variables (U=131.000, p=0.753 and U=143.000, p=0.893). That is, 

the medians (IQR) are similar (506.50 (463.00-570.00), 562.50 (424.50-635.00) and (30.50 (26.00-39.00), 30.00 (23.00-

47.00)). 
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Table 3.4 Changes in the number of paediatric patients seen by social work following the introduction of COVID-
19 lockdown measures, by diagnosis 

 

 Covid-19 

 Prior to lockdown measures After introduction of lockdown measures   
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Total number of patients < 5 years per month 14 67.25 14.98 64.50 59.00 75.00 98.00 39.00 22 80.53 32.52 77.00 58.00 102.00 151.00 30.00 
 
84.500 

 
0.231 

Total number of child abandonment cases 
per month 

14 1.17 1.53 1.00 0.00 1.50 5.00 0.00 22 1.16 1.30 1.00 0.00 2.00 5.00 0.00 
 
108.500 

 
0.815 

Total number of child abuse cases per month 14 1.33 1.23 1.00 0.50 2.00 4.00 0.00 22 3.47 6.15 2.00 1.00 3.00 28.00 0.00 
 
77.000 

 
0.125 

Total number of child neglect cases per 
month 

14 21.08 10.71 22.00 11.00 25.50 47.00 9.00 22 11.47 5.61 10.00 7.00 17.00 24.00 4.00 
 
41.500 

 
0.003** 

Total number of children referred for 
adoption per month 

14 1.58 3.70 0.00 0.00 1.00 13.00 0.00 22 0.53 0.84 0.00 0.00 1.00 3.00 0.00 
 
105.000 

 
0.674 

*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001 

 

There was a significant drop in the median number of child neglect cases per month after the introduction of lockdown 

measures  (U=41.500, p=0.003), with the median (IQR) number of cases during lockdown (10.00 (7.00-17.00) being 

approximately half of that before lockdown measures were introduced (22.00 (11.00-25.50)). None of the other variables 

showed significant differences between the before lockdown measures and after the introduction of lockdown measures 

scenarios.



 32 

3.3 Qualitative results 

The sociodemographic profile of the HCWs interviewed is presented in Table 3.5. Out of 

the 16 HCWs interviewed, there were 15 females. Three HCWs were interviewed from 

the occupational therapy, physiotherapy, social work, and dietetics departments and 

four from the speech-language therapy and audiology department. Across professions, 

the HCWs had between 4-32 years of work experience, with a mean of 15 years. They 

had been employed at CHBAH for between 3-30 years, with a mean employment time 

of 11 years. Five of the HCWs were HoDs. Five were Chief paediatric HCWs or 

paediatric team supervisors, and one was an acting team leader in paediatrics. The 

remaining five were production-level HCWs. As per the eligibility criteria, they had all 

worked in paediatric services for at least three months during the pandemic and had 

been employed at CHBAH for at least six months before the first lockdown. Each HCW 

was knowledgeable about the functioning of their department.  

 

Table 3.5 Sociodemographic characteristics of therapeutic services healthcare 
workers interviewed at Chris Hani Baragwanath Academic Hospital 

 

Variable Characteristic / category Total (n = 16)  

Sex Male 

Female 

1  

15  

Department Occupational therapy 

Physiotherapy 

Speech-language therapy and audiology 

Social work 

Dietetics 

3  

3  

4  

3  

3  

Years of 

professional 

experience 

 

 

 

0 – 5 

6 – 10 

11 – 15 

16 – 20 

21 – 25 

26 – 30 

>30 

1  

4  

6  

2  

0  

2  

1  

Years employed at 

CHBAH 

0 – 5 

6 – 10 

11 – 15 

16 – 20 

21 – 25 

26 – 30 

>30 

2 

9 

3 

0 

0 

2 

0  
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The results of the qualitative phase are organized according to the second and third 

study objectives, namely a) the barriers and challenges to service delivery experienced 

by each PTS department during the COVID-19 pandemic; and b) the innovations made, 

and possible solutions explored by each PTS department to facilitate service delivery 

during the COVID-19 pandemic. 

 

Table 3.6 Overview of themes and subthemes 

Objectives  Themes Subthemes 

Objective 2 Theme 1: Questioning the meaning 

of essential services 

Protectiveness of doctors towards therapeutic 

services HCWs 

Service cancellation, reduced caseloads and 

referrals during the pandemic 

Missed opportunities and backlogs created by 

the pandemic 

Theme 2: HCWs carried additional 

loads during the pandemic, 

sometimes outside of their scope of 

practice  

 

Adjustment and change brought on by the 

pandemic 

Additional duties and administrative 

responsibilities 

The mental health of HCWs 

Theme 3: Structural barriers faced 
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3.3.1 Objective 2: Barriers and challenges to service delivery  

 

Theme 1: Questioning the meaning of essential services 

One major barrier to service delivery during the pandemic was the concept of "essential 

services". HCWs struggled to define "essential" and felt they had to prove their worth as 

therapeutic services. Some felt non-essential because they did not provide "life-saving" 

services. Others thought that they played an indispensable role during the pandemic, 

whilst HCWs also felt that their role became more evident as the pandemic progressed 

and the secondary complications of COVID-19 revealed themselves.  

 

I think in some areas - so some doctors consulted a lot. Others were like, “We 

don't need you in here, you're just causing traffic”. (HCW 1) 

 

And then we started realising that COVID had other effects as well, neurological 

effects and things. And so, we realised, "goodness, we have just as much of a 

role here with something that attacks your breathing and your lung function as 

anyone else next to us". (HCW 2) 

 

Protectiveness of doctors towards therapeutic services HCWs 

A significant challenge was doctors' attitude of "protectiveness" towards therapeutic 

services staff. For example, initially, all therapeutic services HCWs were kicked out of 

the paediatric wards because doctors were afraid of them being exposed to COVID-

positive patients and spreading the virus to other patients. 

 

… our first hurdle, in terms of service delivery, was to convince doctors to allow 

us - that we don't need their protection from COVID patients. That it's actually 

okay and that we are okay to go into the wards. (HCW 16) 

 

Service cancellation, reduced caseloads and referrals during the pandemic 

Another barrier to service delivery was service cancellation. HCWs reported that many 

services were put on hold during the pandemic as a directive from the hospital 
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management. All outpatient services, group sessions, caregiver training, and MDT 

sessions stopped for a considerable period. 

 

So in the times where we had the waves… they cancelled a whole lot of services. 

So like our, our clinics weren't running. (HCW 8) 

 

I remember we were cancelling, um, services like our Neuro rehab clinic where 

patients with cerebral palsy that was considered obviously more high risk, said 

for now, you know, just don't come in. Um, our tracheostomy patients that again, 

are also considered more high risk, were also, you know, we were cancelling 

those services… (HCW 4) 

 

In addition, patient screening for conditions such as malnutrition and hearing loss 

stopped during waves of the pandemic, which contributed to lower caseloads. 

 

So we actually were asked to stop screening in the wards because we do severe 

acute malnutrition screening... And then, every time there was a wave, they 

would ask us to stop again, and they would refer patients if we needed to see 

them. (HCW 8) 

 

Service cancellation caused a significant drop in caseloads, particularly during the initial 

level 4 and 5 hard lockdown period. In addition, only priority patients were admitted, and 

there were strict guidelines regarding which HCWs could handle babies. Moreover, 

hospital management cancelled all elective surgery, and there was a national alcohol 

ban which resulted in a significant decrease in trauma patients.  

 

Furthermore, many HCWs reported reduced referrals from doctors during COVID-19 

because they were not allowed to be present during patient management discussions.  

 

…and even the consultants would say to you, if, if you are there as a dietician, 

they will remember to refer to you. If you're not there, they forget. (HCW 9) 
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Missed opportunities and backlogs created by the pandemic 

HCWs felt that the limited access to patients during hard lockdown periods resulted in 

many missed windows of opportunity for children’s diagnosis and treatment.   

 

And a lot of patients who didn't come during lockdown, because they were, 

families were scared. There were so many missed diagnoses or opportunities for 

diagnosis and therapy… (HCW 2) 

 

One specific group affected were children with developmental delays of schooling age. 

Many of these children missed out on opportunities for assessment for school 

placement which has now resulted in delays in accessing schooling. 

 

Now we [sic] starting with first therapy, and they're already 5, 6 years old… And 

should be going to school. So… now we're trying to play catch up and trying to 

rush through things so that we can get some sort of report for them to be able to 

get school placement. (HCW 2) 

 

Furthermore, some paediatric patients were admitted to the hospital in a more severe 

condition than they should have been. These unnecessary admissions were due to 

missed opportunities for outpatient education and treatment.  

 

…all the paediatric diabetics, um, we weren't seeing, but we were seeing them 

in, when they were getting admitted in hospital because they weren't… being 

educated by us and… they weren't being followed by us and, and stuff like that. 

So they were just carrying on doing their own stuff without the support of a 

dietician. Um, so then we'd end up seeing them in hospital, which is not ideal 

where you can manage that condition as an outpatient. (HCW 9) 
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Many HCWs also reported a backlog in paediatric services because of the lockdown 

restrictions. However, once the restrictions were lifted and it became easier for patients 

to access care, there were suddenly many more patients to be seen. 

 

Because now there's almost like a backlog. And um, with… so many kids that 

have had neurological fallout and things like that, because of COVID, there's 

now… more patients to be seen. (HCW 2) 

 

Theme 2: HCWs carried additional loads during the pandemic, sometimes outside 

of their scope of practice  

 

Adjustment and change brought on by the pandemic 

Several HCWs reported experiencing rapid and continuous change that was difficult to 

"stay on top of" during the pandemic. Policies and protocols were constantly adjusted 

and updated based on new evidence and fluctuated daily. 

 

…you might have one policy today, and then same day, there's a new policy on 

the same thing. (HCW 10) 

 

Those in leadership positions were responsible for updating their team members with 

the latest information. This usually took the form of quick meetings, which detracted 

from service delivery time. 

 

In addition, HCWs continuously re-evaluated and adjusted services to maintain patient 

access while minimising viral transmission risk. HCWs made these changes with little 

guidance and mostly through “trial and error". However, some reported feeling unhappy 

about changing functional systems. 

 

…it was a drain…  trying to come up with new ways to get to patients - um, how 

to adjust our services… you went from having a fully established clinic to re-

evaluating everything and then coming up with new ways… it's almost like you 
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weren't very happy about changing it. But you knew that the change had to 

happen. (HCW 7) 

 

One finding was the change in HCW communication and interaction. Particularly during 

the hard lockdown period, hospital management stopped ward rounds to reduce 

unnecessary numbers in the wards. Consequently, communication between HCWs 

changed from in-person discussions to telephone calls and emails. Moreover, social 

distancing was introduced, and physical interaction between HCWs was limited to 

prevent viral transmission. This meant that communal lunches, departmental meetings, 

and team-building activities were largely put on hold. Participants felt that these 

changes affected team dynamics and HCW morale.  

 

… a lot of things were sent via email, so there's that lack of human connection, 

which is a big problem… Also… we said, lunchtime, you need to have on your 

own... we didn't want everybody to take off their mask at the same time. So that 

whole social atmosphere was completely ruined. (HCW 9) 

 

In addition, there were significant changes in MDT work during the pandemic. 

Occupational therapy, speech therapy and physiotherapy MDT clinics were stopped as 

these clinics involved too many people in a room. Each discipline then held its own 

private sessions, which most HCWs found negatively impacted patient care. 

 

I think one of the biggest things we grappled with is that COVID took everybody 

back into their own individual space. (HCW 6) 

 

However, a few participants mentioned that MDT work changes were imminent before 

COVID-19 and some HCWs felt optimistic about services being more discipline-specific. 

 

A few HCWs pointed out the negative impact of the pandemic on training and 

mentorship of HCWs and families. In addition, several HCWs mentioned challenges 

with student training, with students not having the same level of clinical exposure during 
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placements compared to before the pandemic. Once employed for their Community 

Service year, senior HCWs would then have to invest time and energy to help them 

build competence. 

 

… with our new comserves [sic], we have to put in a lot of initial capacity building, 

skills building, peer learning sessions with them to… give them that that 

exposure. Um, because, ja, feedback from them was also that at varsity level, 

everything was taking place online. (HCW 4) 

 

Additional duties and administrative responsibilities 

Most participants reported taking on additional duties outside of their usual workload 

and scope of practice during the pandemic. These included participating in various 

committees, managing the swabbing tent, bathing neonates, packing PPE kits for 

COVID-19 wards, making visors for hospital staff, assisting with the vaccination 

campaign and rollout, queue marshalling, developing new protocols, and developing a 

COVID-19 hospital database.  

 

Moreover, many HCWs reported additional responsibilities related to infection 

prevention and control in their departments. All HCWs had to be screened every 

morning, which involved temperature and symptom checks. Patients entering each 

department were screened similarly, and social distancing regulations were 

continuously enforced. Furthermore, clinicians were responsible for cleaning personal 

belongings, departments and treatment areas numerous times a day to prevent viral 

transmission. This became very time-consuming. 

 

The other thing we also did was… that was quite time-consuming was we did 

cleaning. So, we were cleaning the department like three times in the day… All 

door handles, light switches, kitchen, like kitchen would be cleaned in the 

morning, at lunchtime, in the evening, I mean after work and like it was just very, 

we were all cleaning every time. (HCW 3) 
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Furthermore, many HCWs reported a heavy administrative load during the pandemic, 

which was particularly relevant to managers and those in leadership. This administration 

was centred around staff who developed symptoms, tested positive, and all the 

processes and documents that were needed to record and respond to such incidents. 

 

Parcels and parcels and parcels and parcels… the amount of papers it generated 

was immense... monitoring staff symptoms, and then responding when they had 

symptoms was nearly a full time job. (HCW 16) 

 

The mental health of HCWs 

One HCW reported experiencing a "professional burden" brought on by the pandemic, 

or an obligation to help patients without having the capacity to do so. This burden 

became particularly evident as the pandemic progressed and many people fell into 

poverty. 

 

Now, this is a family, maybe a mother with two kids. She has been kicked out of 

a house where she was renting. She lost her job… You can't just say no, but I'm 

in a hospital…I don't have anywhere to put you guys. There is a department 

somewhere where you should go. And yes, that department is on lockdown…Or 

it's not in the area here. They don't have money to reach there. So what 

happens? What do we do then? (HCW 12) 

 

In addition, many HCWs reported carrying a heavy "psychological burden" during the 

pandemic. This burden resulted from the high pressure, community fear and anxiety, 

lost hope and desperate social circumstances. This constant emotional stress took a 

heavy toll on many HCWs, particularly social workers. 

 

But the burden… the sort of compounding, compounding effects of social factors 

or social effects on a social worker were actually bigger than anyone would 

imagine. (HCW 12) 
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…you don't realise how much… it costs like it really weighs on you. (HCW 10) 

 

During the initial hard lockdown period, HCWs reported experiencing overwhelming 

fear, paranoia, and anxiety. Much of this fear came from the "unknown" - uncertainty 

around the virus, what to do in the event of exposure, and whether PPE offered 

sufficient protection. 

 

It was… so traumatising because it's for the first time we see something like that, 

ja. And then I think the fear of not knowing what is going to happen, what is this 

virus and then no cure... (HCW 11) 

 

All HCWs reported intense stress during the pandemic, particularly during the hard level 

four and five lockdown periods. Some of this stress was related to being exposed to and 

contracting the virus and getting sick themselves. 

 

…and the moment you heard someone was in quarantine, then you just lose 

your mind thinking, "My goodness, when was the last time they blinked at me 

(laugh) or the last thing that's happened?" (HCW 2) 

 

Many HCWs also reported stress around passing the virus on to "vulnerable" people, 

such as those with high-risk comorbidities. However, most HCWs reported that the 

intensity of these feelings subsided somewhat as the pandemic progressed. 

Furthermore, vaccination significantly reduced some of the fear around the virus. 

 

Those in leadership or management positions reported feeling stressed about 

"everything just consistently changing" and trying to stay on top of what was happening.  

 

…so, stress levels… were quite ridiculous at one point. But I also couldn't like 

really show it to, to the team, you know, because everybody was stressed… and 

my stress was particularly related to whether or not we, we were in the loop of 
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what's happening, because I kind of felt like everyday staff are being sent into a 

black hole, and they don't know what they're going to. (HCW 3) 

 

In addition, many managers and team leaders felt responsible for protecting their teams 

and ensuring their safety during the pandemic.  

 

Several HCWs reported experiencing burnout due to the compounding effects of the 

pandemic. Although burnout was not new to these HCWs, they felt it started earlier in 

the year compared to pre-pandemic times (e.g., by March rather than towards 

September). 

 

…I think a lot of people are… a bit "gatvol" of everything... they're all on a 

burnout… I think we're all on burnouts... We're all exhausted… And with 

everybody getting sick… you have to carry that load, there's no one else. (HCW 

9) 

 

Several HCWs mentioned being concerned about their family members and carrying 

additional responsibility for them during the pandemic. Almost all the HCWs reported 

feeling stressed or fearful about "taking it home to their families". 

 

…I was worried every time when I was going back home... If it happens that I 

contract COVID from work, then I will be taking it to my children. (HCW 13) 

 

Furthermore, a few HCWs who lived far away from their families reported significant 

concern about not being able to travel to care for their relatives should the need arise. 

One HCW also reported the strain of constantly observing COVID-19 regulations at 

work. 

 

I think work somehow became complicated in that whatever that you were doing, 

you had to ensure that COVID regulations were observed. (HCW 13) 
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More than half of the HCWs reported contracting the COVID-19 virus; however, they 

had varying experiences regarding symptoms and recovery. A common theme of post-

COVID-19 "fatigue" was reported, and this negatively impacted work performance. 

 

…but the fatigue was just something unreal. And I think… coming back into the 

workspace… you have to again, you know, immediately sort of like hit the ground 

running… And get back into it, so I think that was also hard. (HCW 4) 

 

Theme 3: Structural barriers faced by HCWs affecting service delivery  

Most HCWs raised concerns about structural barriers that affected service delivery 

during the pandemic and which were outside of their control. 

 

Closure of partner organisations  

One significant barrier to service delivery reported by social workers was the closure of 

partner organisations, such as the Department of Social Development and Child 

Protection Organisations, for periods of time during the pandemic. Hospital-based social 

workers depend on these external stakeholders for their services to operate smoothly. 

The result was backlogs in moving children out of hospital wards, which placed them at 

risk of contracting COVID-19.  

 

Most of their employees were at home. They would close the whole office for the 

week or two once they have found a COVID case. Then that would mean 

children had to stay, babies had to overstay in the wards while at the same time 

there were standing the risk of contracting COVID. (HCW 13) 

 

Challenges with patient follow-up 

Participants reported significant challenges with contacting patients and families during 

the pandemic, particularly once services started opening again and HCWs tried to bring 

patients back into care. HCWs were concerned that patients fell through the "cracks" of 

the system during this period, implying that they were lost to follow-up. 
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So even if you've got hold of them to cancel, to get hold of them six months later 

when you can book them is by then the phone's changed three times … and the 

person's never heard of the person you're trying to speak to and so yes, I have 

no doubt people fell through the cracks. (HCW 3) 

 

Social workers, in particular, had difficulty with contacting patients, especially in cases 

of child abandonment where mothers often gave false contact information. 

 

In most cases, babies that are abandoned… you will find that the mother did not 

even give the proper address, they give invalid address and then when you get 

there, there is no address. When you phone, it doesn't go through. (HCW 13) 

 

One HCW also mentioned the issue of patient defaulting in nutritional services, i.e., 

children not being brought in for treatment during the pandemic due to fear or a lack of 

transport money. In such cases, HCWs felt that caregivers did not perceive the child's 

condition to be enough of an emergency to be prioritised over other more immediate 

needs. However, once restrictions were lowered, HCWs noticed a sudden influx of 

malnutrition cases. 

 

Challenges with the availability and use of resources  
One of the most significant challenges to service delivery was space shortages. Social 

distancing regulations and ventilation requirements were often difficult to meet in the 

available facilities, which resulted in HCWs not being able to provide certain services.  
 

…when paed clinic opened up again… we didn't go back there, because they, 

they haven't got enough rooms for all of us. So we're all sitting in a very tight 

space. And we can open the windows, but it's not enough ventilation that's going 

through there. (HCW 8) 

 

Another challenge mentioned was obtaining the necessary stock of supplies during the 

pandemic, particularly of patient feeds. Many companies' employees were working from 
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home which meant that procurement processes and systems slowed down. In addition, 

many hospital administration staff were also working from home, and as government 

systems can only be accessed physically from the hospital premises, there were 

backlogs in processing orders.  

 

So, like our orders took long to get the purchase orders, so and then like our 

feeds… And then now you have like a hundred patients that are like now with 

high, high sugars like hyper, hyperglycemia because that's what we saw with 

COVID. Now you have to order extra. Companies didn't forecast that for us, 

because like we didn't know. (HCW 10) 

 

As the pandemic progressed, HCWs reported more pressure to communicate 

electronically, do their work online and offer services such as telehealth. All of these 

required technological equipment and resources such as cellphones, computers, 

internet connectivity and data, which were frequently not available in the hospital. 

 

That's why even computers - Microsoft Teams, maybe you have what two? And 

you have got 30 people that are supposed to… listen to the meeting through 

those two, only two computers. (HCW 12) 

 

To overcome these challenges, HCWs frequently used their own personal devices and 

data for work purposes, which introduced additional costs.  

 

Several HCWs mentioned challenges around obtaining PPE in the initial stages of the 

pandemic. Because of the high risk of being exposed to the COVID-19 virus, PPE was 

considered invaluable and as nobody wanted to go into wards and treat patients without 

being completely covered, many HCWs bought their own supplies out of desperation. 

 

… PPE was not so readily available. But… the doctors even bought, um, these 

yellow rain suits, the municipal rain suits and visors from the building stores. 

(HCW 16) 
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There was a lot of fear of PPE stock running out, especially in the beginning stages of 

the pandemic, but largely due to donations, this never happened. However, even once 

PPE was more readily available, there were restrictions on items like N95 masks and 

HCWs had to set up systems of reusing them to ensure that they did not run out.  

 

Furthermore, several HCWs reported feeling concerned about the quality of PPE they 

were given and whether they would be adequately protected from contracting the virus. 

In particular, there were questions about masks not having received the necessary 

clearance certificates which caused a lot of alarm among HCWs. 

 

It was just the one time when we had a fight where we found out that the PPE we 

were using was not approved or something. So it was like, I've been going to 

COVID with a mask that hasn't been approved. (HCW 14) 

 

In order to regulate the supply and quality of PPE, a PPE committee was later 

established which appeared to help with maintaining certain standards.  

 

Moreover, many HCWs reported the use of PPE as a barrier in patient care, especially 

with children. Some experienced shortness of breath, headaches and fatigue when 

wearing masks for extended periods of time. One HCW also mentioned experiencing 

visual difficulties as a result of her glasses steaming up when wearing a mask. In 

addition, many HCWs reported challenges with establishing rapport with their patients 

because the children were afraid of them and the whole "PPE vibe". 

 

…it almost feels like you're putting up this barrier between yourself and a patient 

or, or a parent… I mean, obviously there there's a need for it, but I think it did 

have a massive impact on being able to build that… connection with patients. 

(HCW 4) 
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Many HCWs mentioned that careful donning and doffing of PPE was time consuming 

and limited the number of patients they could see per day. 

 

So instead of… let's say you spent three hours in the ward, it was now three and a 

half or four hours, because you had to do that extra donning and doffing… and you 

know, the stuff that you had with you like, um, measuring tapes, um, books, um, uh, 

notes or stuff like that... (HCW 9) 

 

However, many HCWs mentioned that the use of PPE became like "second nature" 

after a while, indicating that they became much more comfortable wearing it as time 

went on. 

 

Lack of leadership and communication 

Several participants reported experiencing a lack of leadership and communication from 

hospital management during the pandemic, particularly during the initial stages. Some 

felt that nobody really knew what others were doing and there was a lack of direction. 

 

… the lack of leadership was definitely a big one. The lack of communication as 

to what was happening in the hospital - was there an overall strategy?... and just 

information didn't filter through consistently unless you almost demanded it. 

(HCW 6) 

 

In addition, many HCWs reported being "bombarded" with emails, but not being told 

what information was important to pay attention to.  

 

…and you were bombarded with a lot of policies, protocols, um, updates from the 

different websites and stuff like that. So you don't know… nothing was said this is 

a priority, or this is… information sharing, and whatever the case is. (HCW 9) 

 

Later on, the COVID-19 Steering Committee was introduced with the purpose of 

improving communication within the hospital. Although some HCWs reported an 
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improvement once this committee was established, others felt that therapeutic services 

HCWs were not fully included in the decision-making process.  

 

But for me… the steering committee was more of a rather superficial level of 

decision making because we as allied or rehab would attend these meetings, and 

you'd hear people make reference to other meetings…Which was predominantly 

medical staff and admin…That we weren't a part of. (HCW 6) 

 

In contrast to the lack of leadership and communication from the hospital management, 

most participants reported receiving regular updates and continuous support from their 

HoDs, which helped to ease anxiety, ensure they felt care for and provide direction. 

 

One significant barrier to treating paediatric patients with COVID-19 was the limited 

worldwide knowledge of COVID-19 disease and children. Unfortunately, most of the 

information available was on adults and not children. Therefore, HCWs had to draw 

logical conclusions from the available evidence and use it to inform their intervention. 

   

So you kind of had to do your own reading up… and then just look at what is available 

in terms of…extracting from what they saying in the adult population and saying, okay, 

well, um, they have high requirements, because it's, um, a disease affecting the immune 

system, and, um, like a whole bunch of other things to that effect. So you kind of… 

extrapolated that to the paediatric population, even though there wasn't really, um, 

information on, on that. So that was a big barrier for how to go about treating these 

patients. (HCW 9) 

 

In addition, during the pandemic, therapeutic services HCWs had no guidelines on 

COVID-19 and rehabilitation from the National Department of Health. This lack of 

profession-specific guidance was a significant barrier to COVID-19 patient 

management.  
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On a broader scale, one participant raised an important point about leadership and 

communication at a government level, highlighting the lack of transparency in spending 

and the abundance of corruption during the pandemic. 

 

… our government spend a lot of money, billions during COVID under special 

arrangements, they were not following proper… normal procurement policies…  

After spending those billions, what do we have? (HCW 12) 

 

Furthermore, the same participant posed a question about the “legacy” we will have 

after the pandemic, expressing that there should be evidence of lasting improvements 

or investments in the healthcare system considering the amount of money that has 

been spent. For example, these investments might have been centred around improving 

connectivity or technological infrastructure in healthcare facilities or migrating records 

onto a digital platform. 

 

Other countries have legacies out of COVID. I don't know if we have that. (HCW 

12) 

 

3.3.2 Objective 3: Innovations and solutions explored by each PTS department 

 

Theme 1: A systems approach to decision-making during the pandemic 

One HCW mentioned that the pandemic forced a new level of collaboration between 

departments and managers in the hospital that would not naturally have occurred 

otherwise. This collaboration was reportedly a positive experience and enabled a more 

holistic "systems approach" to decision-making. 

  

Role release 

Some HCWs mentioned the concept of "role release" and how their teams had begun 

sharing resources and delegating tasks to other professionals where appropriate. For 

example, the dietetics department developed a document outlining their available 
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products and the indications for each one. The speech-language therapy and audiology 

department had a similar experience with role release. 

 

… and we also developed quite a few algorithms for nurses and the doctors 

within the wards. So, it was almost having to… do a little bit of role release if 

there was a patient with feeding difficulties. Where in the past they would have 

sort of routinely been referred to speech therapy - there, we came up with 

algorithms for the nurses to, for example, initiate, um, like a feeding with the 

patient and only if there were specific concerns… to make that referral. (HCW 4)  

 

Inter-professional communication and coordination 

HCWs reported that WhatsApp became a valuable platform for inter-professional 

communication. This electronic platform cut out the need for paper referrals to limit viral 

transmission and made communication much more efficient. 

 

… we had to adapt to WhatsApp communication, where we'll not use paper, but just 

use the phone to communicate, and instead of, uh, filling or fetching - okay, the 

doctors would have to fill the referral form, but then we would not take it. Instead, 

they would take a picture and then send it to us. (HCW 13) 

 

Another element of communication which improved during the pandemic was 

interdisciplinary coordination, whereby professionals would try to coordinate their 

outpatient appointment dates. 

  

We try to coordinate with other disciplines as well. So if they're coming for the 

doctor review on that day, whether that's a clinic day for us or not, we try and 

make those arrangements so that the patient doesn't have to come more than 

once. (HCW 2) 
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Restructured MDT services  

One significant adaptation was restructuring MDT therapeutic services, particularly for 

occupational therapy, speech therapy, and physiotherapy. During the pandemic, there 

was a very "active and passionate" MDT coordinator who motivated for outpatient MDT 

services to start up again after the initial hard lockdown period. 

 

… we came up with the MDT SOP where we… moved from… a multidisciplinary 

more to transdisciplinary services... So, for example, a clinic like our Neuro rehab 

clinic that we did jointly speech and OT, what we used to then do then, is still 

have patients that require both speech and OT, um, and physio come in on a 

day, but one service would cover that, that clinic for the day. (HCW 4) 

 

… we did a lot of role release, sharing of resources so that we didn't have to 

have everybody in the same room at the same time… but that we ensured that 

patients got everything that they needed from all of the professions. (HCW 5) 

 

Changed models of service delivery 

Several HCWs reported that the COVID-19 pandemic forced them to consider different 

service delivery models. A significant change brought in by one department was the 

establishment of an acute walk-in service for outpatients. This service also caters for 

more chronic patients, such as children with cerebral palsy, who see the doctor and 

then come for therapy.   

 

… normally outpatients… have booked appointments but we also realise, you 

know, with the economic situation of most patients and all the lockdowns and 

when you can travel and when you can't travel - if you're in the hospital and your 

Plaster of Paris was removed today, we will come across, and we'll fit you in 

somehow. (HCW 16) 

 

Many departments introduced some form of telehealth during the pandemic to maintain 

service delivery despite lockdowns. This telehealth took various forms, from email, 
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videos, WhatsApp messages, and telephonic follow-up to synchronous WhatsApp video 

calls and Zoom treatment sessions. Several HCWs reported barriers to implementing 

telehealth, which is why they had never executed it before the pandemic. However, the 

pandemic also pushed HCWs to become more innovative in their service delivery.  

 

But we always thought that it wasn't possible until we were forced to make it 

possible. (HCW 6) 

 

… COVID did some bad, but it did some good also, with regards to our services - 

made us think out of the box. (HCW 7) 

 

Several HCWs reported positive outcomes of telehealth, including improved service 

accessibility, especially for those who could not afford to bring their children to the 

hospital, and improved patient outcomes, particularly for those with long-term health 

conditions such as developmental delay. Telehealth follow-up also enabled HCWs to 

spread out physical follow-up sessions. 

 

… and we will do a telephonic follow-up. So just asking, "How's it going? Are you 

implementing - yes, no? Okay, fine". And then seeing them rather every second 

month, which is also better for families because then they not spending so much 

money on transport. (HCW 2) 

 

In addition, many participants reported better buy-in from patients and families after the 

introduction of telehealth, possibly because there was more frequent contact with 

service providers. In addition, telehealth was also more convenient for patients and 

families because HCWs contacted them at their convenience. 

 

So they more willing to attend their follow-up appointments… and have us 

conduct telehealth with them. So I think that's something that even after COVID, 

we're gonna continue with… It sort of helps us work better with them. It's not just 
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"Okay, I'm seeing you this month, and I'm seeing you next month"... Now we 

have that in-between to to sort of keep up with them. (HCW 7) 

 

But it's not, it's not like a burden to the parent, cause we calling them at their 

available time. (HCW 7) 

 

Furthermore, a few participants reported high levels of patient satisfaction with 

telehealth.  

 

So we do a satisfaction [scale] at the end of each, um, consultation, and I don't 

think we've ever had anything less than 95. (HCW 14) 

 

However, one interesting observation was that some services appear to be better suited 

to telehealth than others. For example, services requiring hands-on or face-to-face 

intervention, such as anthropometric assessments, splinting, wheelchair seating and 

social work assessments, were more challenging to offer via telehealth. 

 

… we kind of struggled because, um, you can't make a splint on a patient that's 

not there. And you can't make a pressure garment on a patient that's not there, 

and you can't, uh, fit a wheelchair for patients… so, a lot of what we were finding 

is we need the patient here. (HCW 3) 

 

So, unfortunately, we can't do telehealth really all that well. We can do it with 

some of the adult patients, but with the kids, it's really important to do the 

anthropometry and see that they're growing properly… we rely quite heavily on 

our on our in-person assessment. (HCW 8) 

 

Conversely, services that relied more on communicating with the patient or caregiver, 

such as counselling, education or troubleshooting equipment such as hearing aids, 

appeared to have more success with telehealth. 
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One element reported to be a significant challenge in offering telehealth was that of 

limited equipment, resources and technological infrastructure in the hospital, such as 

computers, cell phones and internet connectivity. Despite numerous proposals and 

motivations, hospital management could not accommodate departments by freeing up 

funds for these resources. However, to overcome this barrier, many HCWs used their 

own resources or worked from home. 

 

… we asked for improved Wi-Fi, we asked for cell phones. Um, we asked for like 

a hub that would allow telehealth access. Um, but no, so what… I started doing is 

allowing people to work from home when they were doing telehealth so that if 

they had, but now obviously, with, um, load shedding, that becomes 

challenging...But if they had Wi-Fi that they could access at home, then ja, and 

then a few of us also put money together, and we we paying for our own Wi-Fi 

that quite a few of us are accessing. (HCW 4) 

 

So we used our own devices, and we used our own data. And that's why we 

didn't get videos of children or photos of children or anything like that. Because 

we're, we obviously used the phone lines here, if we were, if we were just making 

calls. Uh, but also to get outside lines is also not easy; you wait long. So half the 

time, ja, the, the physios in this department just basically used their own 

resources just to get it up and going. (HCW 15) 

 

Patient and family resources also proved to be a barrier as many forms of telehealth 

require internet connectivity and data on both sides. 

 

And obviously… data remains a big thing… Because if you send a video to 

parents, many of them couldn't upload anything; they couldn't even, even upload 

pictures because they didn't have data. (HCW 15) 

 

However, one department took on the challenge of mapping out community resources 

to find places that patients could access for internet connectivity to facilitate telehealth. 
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… the other thing which we did as a team is identified spots in Soweto where 

people could access free Wi-Fi… And then… if someone doesn't… have data or 

internet at home, then we would say to them, "There's this place next to you; 

could you get there and then access Wi-Fi from there?". (HCW 6) 

 

Although using their own resources was not ideal, several HCWs felt that this was 

necessary to set up telehealth and prove its effectiveness before they could adequately 

motivate for more resources. 

 

And sometimes you have to do that to see if something works. And then you can 

then motivate, because usually if you motivate for something that you're not 

already doing......your chances will be very slim. (HCW 15) 

 

Another unexpected finding was that even once lockdown restrictions decreased and 

services became much more accessible for patients and families, some continued to 

use telehealth services in combination with face-to-face intervention. 

 

…for some, they're choosing a hybrid kind of approach. (HCW 6) 

This patient preference indicates that telehealth may have value beyond the 

COVID-19 pandemic. 

 

Theme 2: Working smarter 

A few HCWs reported that the pandemic had forced their teams to work "smarter" and 

develop more efficient ways of delivering services. 

 

Service evaluation and patient prioritisation 

All HCWs reported that the pandemic caused them to re-evaluate and restructure their 

services. Initially, this was done out of necessity, as many departments were running on 

skeleton staff; however, all participants reported positive outcomes, including a new 

level of efficiency.  
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So we had to re-evaluate our service and see what's absolutely necessary, um, 

and, and carry on with that. But the good part is that even though we let go of a 

lot of services, it's given us a chance to actually relook at, you know, the service 

that we were running. Were they really necessary? Or kind of like, um, 

restructure them in a way where we can actually, we don't need as many people 

to run a service because we realise we're actually surviving… (HCW 14) 

 

Additionally, a few HCWs commented on how the pandemic had brought an opportunity 

for the "co-production" of services, enabling HCWs to work together with their service 

recipients to improve the design.  

 

And that's really led our department to look at co-production within the workspace 

and how we actually involve families and patients in the planning of services, um, 

as compared to us as clinicians deciding the way that we need to provide 

services. (HCW 5) 

 

One significant adaptation reported by all HCWs was how the pandemic forced them to 

prioritise some patients over others. For example, inpatients were prioritised over 

outpatients; and even among inpatients, certain conditions took priority over others. 

 

It was prioritising - I remember we had to do SOPs, and… each team in our 

department had to come up with who would be most priority when it came to 

patients. How were we going to structure our week so that we are getting only to 

our high-priority patients and then maybe try and get to the others if there was 

time… left in the week. (HCW 2) 

 

…and we had to almost… come up with a priority list and say, for these patients, 

um, we might be able to provide more of a remote role or monitoring role, versus 

for these patients, we could do more face-to-face, um, and hands-on therapy. 

(HCW 4) 
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In addition, many participants mentioned increasing the number of referrals they issued 

to lower levels of care during the pandemic, particularly to clinics. One of the driving 

forces behind this was fewer known COVID-19 cases at a community level than at the 

hospital. In addition, HCWs reported that they started looking more intentionally at their 

packages of care and noticing that patients could access the same services at a 

community level. 

 

… our down referral rates has also improved a lot more. So we're not keeping 

patients that don't need to be kept. We're actually send them, sending them out to 

their clinics to carry on with their rehab. (HCW 14) 

 

Innovations in patient care  

One major adaptation reported by all HCWs was having to book fewer outpatients at 

any given time to abide by COVID-19 regulations.  

 

…so we… had to decrease the amount of people who could actually book in just to 

declutter. Um, we couldn't participate in a lot of the clinics anymore. Um, we had to 

just be a lot more mindful of how many, uh, patients or how many people are 

accompanying a child, especially, um, how many we'll allow into the room. (HCW 14) 

 

Furthermore, once group sessions restarted, there were restrictions on the size, which 

meant that large group sessions were divided into smaller groups. These restrictions 

impacted the amount of time allocated for group therapy.    

 

We've, um, really noticed that we've also had to be conscious about the amount of 

patients that we do get in for a group. So what that's done is maybe where we could 

have run one big group on a day… we had to, um, sort of allocate more time for the 

programme to run in smaller groups. (HCW 4) 
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Several participants spoke about reducing physical contact during their intervention, 

which was a difficult adjustment, particularly for therapies which rely on hands-on 

facilitation. 

 

… it's very difficult to treat children by remote control… like, you wouldn't put them to 

come and sit on your lap, for example, because although it was unknown where the 

children transmitted initially… you don't want to give it to the child, and that child 

gives it to the grandmother… So we kind of got parents to handle and do a little bit 

less and not have the child climbing all over you, you know, as you normally would. 

(HCW 15) 

 

Some HCWs also mentioned changing the order they saw inpatients to reduce the risk 

of viral transmission. For example, one HCW mentioned not going from the Burns unit 

to the Neonatal unit because there were often COVID-19-positive cases in the Burns 

unit.  

 

… we came up with a system where we would see least-risk patients first and then 

most, at most-risk patients last… And if we did have any patients in isolation, then 

obviously they get seen last; we go to any ward that we need to first and then we go 

see a high-risk patient, for example. So that's really nice because you feel like 

everyone is still getting seen, but we just we we've done anything to just minimise 

the risk, the spread of infection. (HCW 2) 

 

In addition, as far as possible HCWs tried to limit patient contact time and have shorter 

treatment sessions with children to reduce the chance of viral transmission.  

 

… we also… try to limit our hands on the child for too long… So shorter 

treatments. So you would try and keep it, you know, so as before, you might 

spend 45 minutes, now you were trying 15, 20 minutes. (HCW 15) 
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Furthermore, one HCW also mentioned discharging outpatients as quickly as possible 

from care. This sooner discharge was primarily during the hard lockdown period when 

there were restrictions on public transport, and it was difficult for patients to access the 

hospital. Discharging patients as quickly as possible was also protective as it meant 

less chance of patients and families contracting the virus. 

 

Several participants reported decreasing the frequency of care for outpatients and 

staggering appointments, again to minimise the risk of patients contracting the virus.   

 

… and then instead of booking to come back sooner, you'll book back a bit longer 

and say to them but contact us if there's a problem. (HCW 3) 

 

In the interim, HCWs ensured that patients had enough supplies, such as supplements, 

to continue their treatment at home. Several HCWs, particularly in the speech therapy, 

physiotherapy and occupational therapy departments, also mentioned relying heavily on 

extensive home programmes. These programmes were given to outpatients and would 

then enable a slightly more extended follow-up period.   

 

So… for our children that we know don't need to necessarily be seen, uh, every 

week or every month, we would say every second month, but then give an 

extensive home program. (HCW 2) 

 

In addition, HCWs also issued home programmes to caregivers of inpatients, who could 

then implement more regular treatment and exercises during their child's admission. 

 

… and… explaining to mom and then… not going in the ward every day to do it, 

but mom does it, for example. (HCW 3) 

 

As mentioned by one HCW, the use of home programmes was already well-instituted 

before the onset of the pandemic and, therefore, was not a new adaptation but instead 

became more frequent to maintain service delivery despite restrictions.  
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So they were used to coming only perhaps once a month or once every five 

weeks. And so it's all based on home programmes anyway. (HCW 15) 

 

Furthermore, one HCW reported the use of therapy kits which were issued in 

conjunction with home programmes to facilitate the continuation of treatment at home. 

 

… we've done it in Burns where we've done, um, little packages, so they get their 

information pamphlet, they get the specific exercises…Then if it's appropriate, 

then they get their aqueous scream, their coconut oil, their little sunscreen as 

well, just for scar management and wound care. (HCW 2) 

 

At one point in the pandemic, the speech-language therapy and audiology department 

also sent care packages out to some patients who did not have access to recent 

information about the pandemic. These packages included information on COVID-19 

and any specific resources they required for managing their condition, such as a 

hearing aid battery or a change of a valve. 

 

So we sent through a few care packages to them just to educate both the child 

and the parent on COVID, and… why have things changed so much in terms of 

our service delivery and that sort of thing? And then any home programmes or 

resources that they then required - we were lucky to have an NGO assist us then 

with the delivery of care packages to our patients. (HCW 4) 

 

Many participants expressed adapting and adjusting their acquisition, storage and use 

of information during the pandemic. For example, a few departments reportedly 

changed the way they wrote patient notes to make it more efficient and therefore limit 

the exposure time of the HCW to patients. 

 

I think one of the big things we did, um, in inpatient services… to just reduce, um, 

the amount of times we spent in wards, um, was also our record-keeping sort of 

systems… So just to re reduce the amount of time, we came up with a lot of… 
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resources for quicker record keeping - just like a tick system that you can tick, 

tick, tick. (HCW 4) 

 

In addition, several HCWs mentioned that their departments had made a significant 

effort to migrate all their resources onto an online platform, such as Google Drive, for 

ease of access and sharing between team members. 

 

… therapists were able to share home programmes. Um, we made a significant 

move to everything being online to just facilitate that process. So in a very paper-

based hospital, we've done quite a bit to get on the online platform… Our 

resources all have soft copies, all of that, so it's easy enough for us to share, um, 

and circulate. (HCW 5) 

 

This resource sharing was crucial in the context of telehealth services. 

 

Moreover, several participants also mentioned that CPD activities moved online during 

the pandemic. Initially, HCWs would access these from within the department but 

spread out in different spaces to maintain social distancing. However, due to the limited 

technological equipment and unstable internet connection at the hospital, HCWs were 

then allowed to log in to these sessions from home with careful attendance monitoring. 

 

… we started doing a lot of online training. So our CPDs would then be online… 

(HCW 15) 

 

Furthermore, a few HCWs reported sharing knowledge and resources with HCWs in 

other institutions and provinces. This knowledge sharing took place through webinars. 

 

…So we started setting up webinars...... as a means of training because you 

obviously couldn't have in person. (HCW 15) 
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Patient education, remote monitoring and follow-up 

Several HCWs reported a strong focus on patient education and remote monitoring and 

follow-up during the pandemic, especially when patients were not able to come into the 

hospital for in-person intervention. 

 

So I think we tried to look at where could we connect with people - we also did a lot 

of phone calls just to check in with our patients to explain to them about COVID. 

(HCW 6) 

 

But we'd… looked at how we could provide information to caregivers when they 

weren't able to visit, um, calling them, letting them know that we had seen them, how 

they were doing with their feeding. (HCW 5) 

 

In addition, one HCW mentioned being involved in community education on a television 

platform during the pandemic.  

 

… I also did a session with Soweto TV, where they came in and filmed me talking 

to parents about how to stimulate their kids at home during lockdown… And they, 

they ran that throughout like on the news bulletins and so forth, so that was quite, 

um, good to have that kind of broader exposure. (HCW 6) 

 

Furthermore, several HCWs also reported making educational videos for patients and 

families as part of their telehealth programmes. 

 

And then we did a lot of videos as part of our telehealth, so information for 

patients on how to take care of their hearing aids, um, their cochlear implants, 

their laryngectomies, their traches - so we did these in English, we had them 

translated into different languages - so we made a lot of videos. (HCW 6) 

 

One HCW also mentioned that their department considered uploading these videos 

onto the hospital Facebook page so caregivers could access them anytime.  
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Convergent design joint display: Narrative summary 

Hard lockdowns during the pandemic drove service cancellations, and hindered HCW’s 

ability to maintain service delivery. Possible reasons for this were that some participants 

felt therapeutic services were regarded as non-essential. Doctors’ protective attitudes 

prevented other HCWs from offering patient care in wards. Space limitations in wards 

and MDT clinics resulted in fewer referrals to therapeutic services. Ineffective leadership 

at a hospital management level resulted in a lack of communication and direction for 

therapeutic services departments. Additionally, the absence of relevant national 

guidelines left managers and clinicians with limited guidance to inform decision-making 

during the pandemic.  

 

Outpatient service delivery was particularly challenging to maintain during hard 

lockdowns as hospital management ordered these services to be cancelled, resulting in 

backlogs in patient care. Consequently, some paediatric patients were admitted to the 

hospital in more severe conditions than necessary, highlighting missed opportunities for 

outpatient education and early intervention. Moreover, HCWs faced difficulties 

reintegrating patients into care after regulations were relaxed due to challenges with 

patient follow-up.  

 

Paediatric-specific data showed a decrease in patients under the age of five seen by 

dietetics, occupational therapy and social work in 2020. This drop may be attributed to 

the suspension of in-patient screening for conditions like malnutrition during hard 

lockdowns and families avoiding hospital visits due to fear of contracting the virus. 

Consequently, numerous opportunities for diagnosis and treatment were missed, which 

only became evident upon service reopening. In addition, closures of external partner 

organisations during lockdowns presented patient management challenges, particularly 

for social workers.   

 

Persistent trends of low service utilisation during the pandemic drove HCW innovation, 

forcing HCWs to adopt a systems approach and increased efficiency. Innovations 

centred on inter-professional communication and coordination, service re-evaluation 
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and restructuring, new models of service delivery, technology use, patient education 

and prioritisation and adapting the duration and frequency of care. 

 

Table 3.7 Convergent design joint display 

Quantitative findings Qualitative findings 

 

 Number of patient contact sessions in each department per month  

 

 
The most notable changes observed were the reduction in patient contact 

sessions during 2020 in the physiotherapy, occupational therapy and 

social work departments.  

 

Therapeutic services regarded as non-

essential 

I think in some areas - so some doctors 

consulted a lot. Others were like, “We don't 

need you in here, you're just causing traffic”. 

(HCW 1) 

 

Protectiveness of doctors towards 

therapeutic services HCWs 

… our first hurdle, in terms of service delivery, 

was to convince doctors to allow us - that we 

don't need their protection from COVID 

patients. That it's actually okay and that we are 

okay to go into the wards. (HCW 16) 

 

 

Poor management and leadership  

… the lack of leadership was definitely a big 

one. The lack of communication as to what 

was happening in the hospital - was there an 

overall strategy?... and just information didn't 

filter through consistently unless you you 

almost demanded it. (HCW 6) 

 

Lack of guidelines for therapeutic services 

… but to this day from the National Department 

of Health, there are no rehab guidance or 

guidelines. (HCW 16) 
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Interpretation: Hard lockdowns during the pandemic drove service cancellations, and impacted HCW’s ability to maintain 

service delivery.  HCWs experienced barriers in delivering patient services due to COVID-19 regulations and protocols and 

broader systemic factors within the hospital and Department of Health. 

 

Number of outpatient contact sessions in each department per 

month  

 

The most notable changes were observed for physiotherapy and 

occupational therapy in April 2020; however, there were significant 

reductions in the number of outpatient contact sessions for all 

departments over that period. 

 

Service cancellation 

So in the times where we had the waves… 

they cancelled a whole lot of services. So like 

our, our clinics weren't running. (HCW 8) 

 

Backlogs created by the pandemic 

Now we starting with first therapy, and they're 

already 5, 6 years old… And should be going 

to school. So… now we're trying to play catch 

up and trying to rush through things so that we 

can get some sort of report for them to be able 

to get school placement. (HCW 2) 

 

Unnecessary admissions 

…all the paediatric diabetics, um, we weren't 

seeing, but we were seeing them in, when they 

were getting admitted in hospital because they 

weren't… being educated by us and… they 

weren't being followed by us and, and stuff like 

that. So they were just carrying on doing their 

own stuff without the support of a dietician. 

Um, so then we'd end up seeing them in 

hospital, which is not ideal where you can 

manage that condition as an outpatient. (HCW 

9) 

 

Challenges with patient follow-up 

So even if you've got hold of them to cancel, to 

get hold of them six months later when you can 

book them is by then the phone's changed 

three times … and the person's never heard of 

the person you're trying to speak to and so yes, 

I have no doubt people fell through the cracks. 

(HCW 3) 
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Interpretation: Outpatient service delivery, in particular, was difficult to maintain during the hard lockdowns. Once 

regulations were relaxed it was difficult to bring patients back into care and there were additional backlogs which impacted 

patient outcomes. 

 

Dietetics 

 

The most notable change observed was the drop in new patients < 5 

years seen in 2020 which only began to recover later in 2021.  

 

Occupational therapy 

 
The most significant change observed was the drop in total number of 

diagnoses seen < 5 years in April 2020. 

 

 

Cessation of patient screening 

So we actually were asked to stop screening in 

the wards because we do severe acute 

malnutrition screening... And then, every time 

there was a wave, they would ask us to stop 

again, and they would refer patients if we 

needed to see them. (HCW 8) 

 

Missed opportunities  

And a lot of patients who didn't come during 

lockdown, because they were, families were 

scared. There were so many missed diagnoses 

or opportunities for diagnosis and therapy… 

(HCW 2) 

 

Closure of partner organisations  

Most of their employees were at home. They 

would close the whole office for the week or 

two once they have found a COVID case. Then 

that would mean children had to stay, babies 

had to overstay in the wards while at the same 

time there were standing the risk of contracting 

COVID. (HCW 13) 
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Social work 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The most notable changes were reduction in number of patients < 5 

years in April 2020 and the subsequent increase in numbers in 2021.  

 

 

 

Interpretation: Paediatric-specific data for dietetics, occupational therapy and social work indicates that service delivery for 

young children in these departments was significantly impacted in 2020 and only began to recover towards the end of year. 

Lockdown restrictions affected normal screening activities for children which resulted in missed or delayed opportunities for 

diagnosis and treatment. Additionally, the pandemic affected the activities of external partner organisations, which impacted 

the operations of hospital-based services, and ultimately, patient outcomes.  

 
 

3.4 Conclusion 

The results section highlights how hard lockdown measures during the pandemic 

significantly disrupted PTS. These findings underscore the critical need for 

comprehensive strategies to mitigate the impact of future crises on paediatric healthcare 

delivery. In the discussion section, we will delve deeper into these results, examining 

their implications for PTS and exploring potential avenues for improvement and future 

research. 
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CHAPTER 4:  DISCUSSION 

 

4.1 Introduction  

This chapter presents and consolidates the key findings of the study to answer the 

overall research question. It integrates quantitative and qualitative results and offers 

possible explanations for the findings. Furthermore, it interprets the findings in relation 

to existing literature and highlights the study’s contribution to the existing knowledge 

base. Finally, the chapter concludes with an outline of the study strengths and 

limitations.  

 

4.2 Key findings 

The aim of the study was to determine the effect of the COVID-19 pandemic on PTS at 

CHBAH in terms of service outputs, challenges experienced, and innovations made by 

HCWs during 2020 and 2021. The collective results of this study reveal that the COVID-

19 pandemic had a significant effect on PTS at CHBAH during 2020 and 2021, with 

implications not only for HCWs in therapeutic services but also for hospital management 

structures, training institutions, and professional bodies.  

 

Objective Key findings 

1. To determine the effect of 

COVID-19 lockdowns on 

the routinely monitored 

PTS outputs between 

January 2019 and 

December 2021. 

During 2020, there was a noticeable drop in patient contact sessions across all 

departments, particularly during the initial level 5 and 4 hard lockdown period. 

Outpatients were more severely affected than inpatients. Social work, occupational 

therapy, and dietetics experienced a decline in the number of paediatric inpatients 

under five years old in 2020. 

2. To explore the barriers 

and challenges to service 

delivery experienced by 

each PTS department 

during the COVID-19 

pandemic. 

PTS were not consistently prioritised as essential during the pandemic, resulting in long-

term consequences for patient care. One of the most significant outcomes was the 

missed opportunities for diagnosis and treatment. The increased load on HCWs during 

the pandemic has and continues to impact their capacity to deliver services. This is 

particularly related to HCW mental health and burnout.  

Structural barriers, including hospital management, leadership and communication, 

resource availability and use, and closure of external partner organisations during 

lockdowns affected service delivery during the pandemic. 
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3. To describe the 

innovations made and 

possible solutions 

explored by each PTS 

department to facilitate 

service delivery during 

the COVID-19 pandemic. 

A systems approach, involving role release and inter-professional communication and 

coordination, effectively streamlined service delivery. Departments were compelled to 

evaluate and restructure their services, adapting their models of service delivery. While 

telehealth showed potential for therapeutic services in the SA public sector context, its 

suitability varied across professions. Enhanced support at a systems level is necessary 

for improved implementation. The pandemic drove departments to work more efficiently 

and optimise their use of time and resources.  

 

4.2.1 Decrease in service outputs and the underlying causal factors 

During 2020, there was a noticeable reduction in the number of patient contact sessions 

across all therapeutic services, particularly during the initial level 5 and 4 hard lockdown 

period. More specifically, the social work, occupational therapy, and dietetics 

departments experienced a significant reduction in the number of paediatric inpatients 

under five years. A closer analysis of this reduction in patient contact sessions suggests 

that both supply-side and demand-side factors were at play.  

 

On the supply side, many therapeutic services were put on hold for a considerable 

period during the pandemic as a directive from the hospital management following the 

State of Disaster declaration in March 2020 (98). Outpatient services were most 

disrupted; however, inpatient services were also affected by hospital management’s 

decision to discharge medically stable patients to create space and staff availability for 

COVID-19 patients (45). HoDs reported having to advocate strongly for their teams’ role 

in patient management in order to be allowed to continue clinical care. The need for 

advocacy to increase understanding and awareness of their profession’s role was also 

reported in a global survey of occupational therapists during the pandemic (69).  

 

In addition, protective attitudes from doctors prevented therapeutic services HCWs from 

being able to enter wards to offer patient care at the beginning of the hard lockdown. 

These restrictions resulted in routine services, such as inpatient screening for conditions 

such as malnutrition and hearing loss, being stopped for considerable periods of time 

during waves of the pandemic. In the context of COVID-19 regulations and protocols, 

space limitations in wards and MDT clinics also resulted in fewer referrals to therapeutic 
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services which reduced caseloads. Moreover, patients considered to be high-risk for 

severe COVID-19 disease were requested to avoid coming into the hospital for their 

own safety. Instead, they were placed on waiting lists until it was considered safe for 

them to continue with treatment.  

 

A South African study (23) found similar service delivery changes among speech-

language pathologists during the pandemic. Outpatient services decreased or stopped, 

while inpatient services were affected based on patients’ COVID-19 status. Paediatric 

outpatients and high-risk groups, such as those with comorbidities or 

immunocompromise, were most affected (23). Significant reductions in outpatient 

services were also reported in rehabilitation centers in Slovenia (99) and Saudi Arabia 

(100). Conversely, Lalla-Edward et al (4) reported a significantly increased patient load 

during the pandemic in two different SA study sites (rural and urban). This increase was 

due to staff changes, clinic and service closures, COVID-19 screening targets and 

testing. However, this observation may be attributed to the study’s focus on essential 

health services, which excludes PTS. The study also noted a decrease in sick children 

at both hospitals and clinics, attributed to school closures and reduced mobility during 

lockdowns (4).  

 

Study participants expressed ambiguity regarding the term “essential services”, with 

some feeling that therapeutic services were not prioritised as essential during the 

pandemic when they should have been. Nationally, there was no guidance from the 

Health Professions Council on essential services and HCWs were advised to look to 

their own professional bodies for direction. The Africa CDC guidelines on essential 

healthcare services during COVID-19 recommend prioritising child health to prevent 

morbidity, mortality, and worsening of chronic conditions by maintaining treatment 

regimens (21). Moreover, the fact that child health still accounts for a significant 

proportion of SA’s burden of disease further emphasises the need for prioritisation (19). 

The Global Rehabilitation Alliance underscores the importance of rehabilitation in 

COVID-19 management, urging decision makers to ensure its availability for all patients, 

particularly vulnerable populations, and advocating for sufficient resources and research 
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(22). Considering the critical role of PTS in long-term health promotion and disease 

prevention and management in children (20), limited advocacy from higher levels to 

prioritise these services during the pandemic is concerning.  

 

Furthermore, HoDs reported a lack of specific guidance from the hospital and the 

National and Provincial Rehabilitation Directorates on their professions’ role during the 

pandemic. Instead, they were referred to a 2019 document written by the Commission 

for Conciliation, Mediation and Arbitration (CCMA) on Designated Essential Services 

(101). This document categorises therapeutic services in public healthcare facilities, 

including clinics and hospitals, as non-essential. The absence of relevant national 

guidelines left managers and clinicians with limited guidance to inform decision-making 

during the pandemic; however, this also led departments to go back to their core values, 

vision and mission and use these to guide their clinical practice (45). Therapeutic 

services HCWs worked hard to create new resources, adapt existing protocols, and 

develop standard operating procedures to guide their patient care (45).   

 

Evidence from Brazil indicates that therapeutic services departments were offered much 

greater guidance and support from various governmental ministries and regulatory 

bodies during the pandemic (102). For example, the Ministry of Health provided free 

online training for health professionals, including physiotherapists, focusing on official 

clinical protocols (102). The Ministry of Education adjusted graduation requirements for 

HCWs, allowing physiotherapy students who completed 75% of their coursework to 

graduate early and work under supervision (102). Furthermore, national institutions and 

professional councils, like the Brazilian Federal Council for Physical Therapy and 

Occupational Therapy (COFFITO), adapted international guidelines to support 

physiotherapists’ performance during the pandemic and ensure their safety. Moreover, 

regional councils and specialised associations offered various measures to support 

clinicians, including information, audits, training courses, and guidance on COVID-19 

related care (102). 
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In addition, ineffective hospital management leadership led to a lack of communication 

and direction for therapeutic services departments. Frustration towards healthcare 

facility management during the pandemic was also reported by Lalla-Edward et al (4). A 

global survey of occupational therapists found inadequate leadership and management 

to be a common experience resulting in organisational inconsistencies during the 

pandemic, with frequent and contradictory information hindering service delivery, 

leading to stress and confusion (69). Adams et al (23) highlighted the need for 

additional support from hospital management, including COVID-19 updates, infection 

control training, and sufficient PPE. Similarly, van Biljon and van Niekerk (49) confirmed 

that good leadership during COVID-19 was crucial in keeping rehabilitation clinicians in 

the public sector well-informed, safe, cared for, and committed to their work. 

 

On the demand-side, HCWs identified key factors influencing patients and families’ 

health-seeking behaviour during the pandemic. Household financial constraints due to 

lockdown restrictions and job losses affected the affordability of transport to the hospital. 

Moreover, difficult social circumstances caused families to prioritise more pressing 

needs, such as food provision, over seeking healthcare for children. Additionally, fear of 

contracting the virus, especially before the COVID-19 vaccine was available, served as 

a significant barrier to seeking medical care.  

 

Multiple studies (61,62) highlight fear of the virus as a major reason for poor or delayed 

health-seeking behaviour during the pandemic. Lalla-Edward et al (4) confirm this 

finding, adding that some patients in their study were also unaware of available 

services. According to the Wave 1 NIDS-CRAM survey (19), five percent of mothers 

with children needing healthcare or vaccinations in the public sector did not seek these 

services during the pandemic. Fear of contracting the virus was the primary reason for 

not accessing healthcare. Furthermore, poorer mothers were worst affected, which 

highlights stark inequities in healthcare access during the pandemic (19).  

 

The main consequence of the reduction in patient contact sessions was many missed 

opportunities for diagnosis and treatment. Participants noted that some paediatric 
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patients presented at the hospital much later and in a more severe condition than 

necessary, leading to avoidable admissions. For instance, malnourished children who 

could have been managed as outpatients, were later admitted with severe acute 

malnutrition. Similar adverse outcomes of delayed healthcare seeking were reported by 

Lazzerini et al (61) in an Italian paediatric case series. Lalla-Edward et al (4) confirmed 

this finding, reporting that only severely ill patients sought care during the hard 

lockdown period. However, as restrictions eased, district hospitals experienced an influx 

of patients, particularly those with chronic health conditions (4).  

 

Another noteworthy finding was the considerable number of school-aged children with 

developmental delays who missed out on special school placement opportunities during 

the pandemic, leading to delays in accessing appropriate formal education. This finding 

was also reported by the Department of Education in the Philippines (103). These 

missed opportunities may have been exacerbated by extended school closures which 

have negatively impacted children’s learning, safety and security, physical and mental 

health and development (30). Furthermore, in SA, children with disabilities lost access 

to therapeutic services at school during the extended school closures and lockdowns, 

potentially resulting in lost progress. Lost access to disability-specific and support 

services for children with disabilities due to school closures during the pandemic is 

reported widely in the literature, in both developed and developing countries (104–106). 

 

4.2.2 Innovations used to maintain and improve service delivery 

The pandemic acted as a catalyst for heightened intra and inter-departmental 

collaboration that would not have occurred under usual circumstances. This improved 

collaboration enabled a more holistic "systems approach" to decision-making and 

effectively streamlined service delivery. In addition, the concept of role-release was 

embraced by HCWs in therapeutic services, with teams starting to share resources and 

delegate tasks to other professionals more readily. Moreover, inter-professional 

communication and coordination significantly improved during the pandemic, facilitated 

by the efficiency of WhatsApp.  
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Lalla-Edward et al (4) described an increase in role reallocation in their study, with 

HCWs adopting a “team spirit” approach to meet service delivery needs during the 

pandemic. Adams et al (23) observed improved inter and intra-professional teamwork 

and a spirit of togetherness among speech-language pathologists and colleagues. This 

increase in teamwork, respect and solidarity among HCWs during COVID-19 is widely 

supported in the literature (81,107–110). Additionally, Fernandes et al (111) highlight 

the critical role of interprofessional collaboration, collaborative practice, interprofessional 

work, and interprofessional learning in transforming and improving healthcare practices 

and outcomes for patients with COVID-19. Khurshid et al (110) reported that the 

pandemic flattened existing hierarchies within MDTs and helped team members work 

across traditional boundaries and recognise the strengths of other professions. 

Furthermore, van Biljon and van Niekerk (49) found that effective communication within 

and between professional teams impacted services and the well-being of clinicians.  

 

As part of the systems approach, HCWs explored new models of service delivery, the 

most notable of which was telehealth. Participants reported several benefits of 

telehealth, including improved service accessibility, better patient outcomes, and the 

ability to spread out physical follow-up sessions. Additionally, participants reported high 

levels of patient satisfaction and improved engagement from patients and families, 

potentially attributed to more frequent interactions with healthcare providers. 

Therapeutic services demonstrated varying levels of suitability for telehealth. 

Interventions requiring physical contact or in-person involvement, such as 

anthropometric assessments, splinting, wheelchair seating and social work 

assessments, faced greater challenges in transitioning to telehealth. Conversely, 

communication-based services, such as counselling, education, or equipment 

troubleshooting, exhibited comparatively better outcomes with telehealth. 

 

Despite challenges with limited equipment, resources, and technological infrastructure, 

some HCWs established highly successful telehealth programs during the pandemic, 

even incorporating synchronous sessions. The speech-language therapy and audiology 

department championed this initiative, mapping out community locations with free 
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internet access, implementing rostering and accountability mechanisms for staff to 

conduct telehealth sessions at home, compiling new resources, and consulting 

regulatory bodies for ethical compliance (45). Notably, these successful initiatives often 

relied on the personal resources of HCWs as funding proposals were rejected or 

ignored. Nevertheless, this experience has demonstrated the feasibility of telehealth for 

therapeutic services in the public healthcare system in a developing context. However, 

for a comprehensive and sustainable telehealth program to be successfully integrated 

into the public healthcare system, dedicated resources and logistical support from the 

Department of Health are crucial at both facility and community levels (45).  

 

Several studies have looked at the feasibility of implementing telehealth in SA and 

realised the “digital divide” or stark inequity in access to resources, such as technology 

and internet connection, between rich and poor (23,46,50,112,113). Additionally, 

patients with low income, low health literacy, computer literacy, limited English 

proficiency, and those utilising public healthcare face restricted access to telehealth 

(114). However, considering that SA has the highest smartphone penetration in Africa, 

and has seen increasing access to smartphones in recent years (82% in 2018 and 91% 

in 2019), telehealth using smartphone technology may be a feasible option (115,116). 

Moreover, Franz et al (112) found that contextual and content modifications were 

necessary to improve intervention success in SA versus the United States. These 

modifications included using an asynchronous rather than synchronous format and 

sharing session materials with families via WhatsApp, which is likely to be acceptable in 

a developing context due to its low cost (112).  

 

SA is preparing to implement a NHI scheme with the goal of ensuring universal access 

to quality healthcare services for all citizens, regardless of socioeconomic status (51). 

Given the scale of this endeavour, the allocation of financial and human resources to 

meet population needs is anticipated to be a significant challenge. Furthermore, SA has 

a significant shortage of therapeutic services HCWs with a ratio of <1 therapist per 10 

000 uninsured population across all provinces (117). Digital technologies in healthcare 

(e.g., telehealth) offer many potential benefits, including improved access to services in 
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remote areas, better safety and quality of care, enhanced knowledge and information 

access, and greater health service utilisation (118). They also have the potential to 

improve efficiency and cost-effectiveness of healthcare delivery (118). Consequently, 

digital health has gained significant global momentum as an innovative catalyst towards 

achieving the SDGs and Universal Health Coverage (118). Given the unique challenges 

of the SA healthcare context, telehealth holds significant potential to improve universal 

healthcare access for therapeutic services.  

 

Findings from the current study suggest that there are benefits to both in-person 

services and telehealth. Telehealth is convenient and offers easy follow-up, while in-

person services provide better patient-provider connections and allow for treatment 

interventions that are not possible remotely. Growing evidence in the literature 

advocates a hybrid approach to service delivery, combining in-person services and 

telehealth, as a cost-effective means to achieve positive clinical outcomes, improved 

patient compliance, and positive patient experiences (47,48). 

 

The pandemic compelled departments to streamline operations and maximise efficiency 

with limited resources, leading to service re-evaluation and restructuring. Study 

participants reported positive outcomes from this process, including opportunities for co-

production with service recipients to enhance service design. For example, the dietetics 

department has permanently stopped some of their clinics or incorporated patients from 

clinics into outpatient services to improve efficiency. In addition, HCWs adapted their 

prioritisation of patients during the pandemic, favouring inpatients over outpatients and 

prioritising certain conditions within inpatient care. Furthermore, HCWs increased their 

referrals to lower levels of care (e.g., clinics) due to lower numbers of COVID-19 cases 

in the community and recognising that patients could access similar services at a 

community level. These findings appear to be unique and have not been reported 

elsewhere in the literature. 

 

HCWs made various operational and clinical adaptations in patient care to maintain 

services despite COVID-19 regulations. These adaptions included pre-screening, 
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booking fewer outpatients, dividing large group sessions into smaller groups, reducing 

physical contact during interventions, changing the order of patient visits, and limiting 

contact time with paediatric patients. Other adaptations included discharging patients 

quickly, decreasing the frequency of care, providing home programs and therapy kits, 

and streamlining record-keeping practices. One department also collaborated with a 

non-governmental organisation to disseminate care packages to patients in the 

community. Furthermore, many departments reported migrating resources online and 

participating in online CPD activities. HCWs also engaged in knowledge sharing through 

webinars with colleagues from other institutions and provinces, which was particularly 

important given the lack of national guidelines at the time.  

 

Ray and Mash (119) found that primary health services in six sub-Saharan African 

countries were frequently reorganised to accommodate COVID-19 activities. Several 

studies (120–122) also reported reorganisation in therapeutic services during the 

pandemic, including clinical and operational changes like outpatient cancellations, 

remote staff interaction, early discharge for negative patients, home and community 

services, pre-admission screening, isolation protocols, use of PPE, space 

reorganisation and the use of technology for home assistance.  

 

Multiple studies in both high and low income settings across therapeutic services report 

the use of digital technologies as a means of continuing service delivery during the 

pandemic  (69,82,84,123–128). Other innovations reported by physiotherapists include 

customised home exercise programs, (82) developing an algorithm to identify patients 

requiring intervention, upskilling MDT members in techniques such as prone positioning, 

the creation of new treatment protocols, (83) re-skilling and redeploying staff to other 

areas, and early discharge (84). Mishna et al (85) highlight how social workers in 

Canada, the United States, Israel and the United Kingdom creatively adapted to 

maintain therapeutic relationships with clients remotely. Strategies included meaningful 

interactions through texting or emailing, engaging clients in activities during video 

sessions, and accommodating camera preferences during video-conferencing sessions. 

However, these changes were mainly implemented to ensure service delivery during the 
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immediate crisis. To date, no other studies have reported long-term service 

reorganisation and prioritisation changes. 

 

HCWs prioritised patient education and remote monitoring during the pandemic when 

in-person interventions were not possible. They created educational videos for patients 

and families as part of telehealth programs, with the idea of uploading these videos onto 

the hospital’s Facebook page for easy access. Additionally, the speech-language 

therapy and audiology department partnered with Soweto TV, providing community 

education on how to stimulate literacy, language and play for children during the 

pandemic (45). Numerous studies in the literature have reported successful patient 

education programmes offered via telehealth (50,129,130). 

 

Throughout the pandemic, there was a strong focus on HCW well-being and mental 

health across all departments, with exceptional leadership and communication from all 

HoDs. Support offered to HCWs ranged from open-door policies, training on mental 

health, psychological support and debriefing by the Employee Wellness Program, and 

departmental well-being activities (e.g., mindfulness activities), to more tangible and 

practical support such as providing regular updates and ensuring sufficient supplies of 

PPE. Some departments (social work and dietetics) also implemented rotational 

systems or shifts to limit the number of people in the department, reducing the chance 

of viral transmission. Furthermore, the recruitment of contract workers to relieve 

pressure on permanent staff during the pandemic was viewed as a tangible gesture of 

support from management. These factors acted as protective measures, helping HCWs 

to cope with the challenges faced during the pandemic. 

 

Van Biljon and van Niekerk (49) found that employee assistance programmes and 

health and wellness programmes were successful in supporting rehabilitation HCWs 

during the pandemic. Practical support from management in the form of PPE for 

rehabilitation staff, rehabilitation-specific information, and training sessions were also 

appreciated (49). In addition, Kotera et al (131) found that supportive workplace 
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communication, mostly with line managers and colleagues, as well as having their work 

acknowledged and appreciated was a protective factor for the mental health of HCWs.  

An unexpected finding of this study was the question about the SA government’s 

response to COVID-19, specifically regarding issues of leadership and accountability, 

as well as the tangible results of the financial resources expended during the pandemic. 

This leads us to question whether a legacy has been established post-pandemic and 

assesses the preparedness of our healthcare system for future pandemics or disasters. 

 

4.3 Study strengths and limitations 

The use of a mixed methods approach is a major strength of this study as it provided a 

rich understanding of the pandemic’s effect on PTS, setting it apart from studies that 

typically used either a quantitative or qualitative approach. Furthermore, this study 

explored the effects on five therapeutic services departments, in contrast to prior SA 

studies focusing on a single discipline (23,23,45). The use of three years of data to 

follow paediatric service trends also strengthened the study, considering that the one 

other mixed methods study on maternal and child health services used a three-month 

period (132).   

 

In this study, the innovations and solutions used by HCWs to maintain service delivery 

during a global pandemic were researched. These valuable insights can be used to 

inform future decision-making and planning for therapeutic services in the context of 

NHI and increasing resource challenges in SA. 

 

One major limitation was the limited paediatric-specific routine data available on service 

outputs. Only three of the departments were able to provide data that were 

disaggregated for children, which made data analysis more challenging than 

anticipated. Despite the study being conducted at the largest hospital in Africa, data 

collection was limited to only this site and thus this limits the generalisability of findings. 

 

Social desirability may have influenced qualitative data collection, potentially leading to 

socially acceptable answers rather than candid ones (133). Additionally, there may have 
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been recall bias due to the time lapse between the end of hard lockdowns and data 

collection, impacting the accuracy and detail of information (134). 

 

4.4 Conclusion 

The discussion chapter provides a comprehensive analysis of the pandemic's impact on 

PTS at CHBAH, revealing significant disruptions to service outputs, challenges faced by 

HCWs, and innovative solutions implemented during the crisis. Despite barriers such as 

inconsistent prioritisation of PTS and limited guidance, HCWs demonstrated resilience 

by implementing strategies like role release and telehealth initiatives to maintain service 

delivery. The findings highlight the importance of prioritising HCW well-being and 

addressing healthcare access inequities. While the study's strengths include its mixed 

methods approach and exploration of innovative solutions, limitations such as data 

availability and social desirability bias highlight the need for further research to inform 

strategies for enhancing PTS resilience. As the chapter concludes, it transitions to the 

subsequent chapter by emphasising the significance of healthcare system 

preparedness for future crises, contributing to ongoing efforts to strengthen PTS and 

healthcare resilience in SA.  
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CHAPTER 5:  CONCLUSIONS AND RECOMMENDATIONS 

 

The final chapter summarises the main study findings and addresses their implications 

for clinical practice, policy, and decision-making in the fields of child health and 

therapeutic services. The chapter concludes with recommendations for further research 

to explore questions beyond the scope of this study.  

 

5.1 Main findings 

In 2020, a noticeable reduction in patient contact sessions occurred across all 

therapeutic services at CHBAH, particularly during the initial hard lockdown phases. In 

particular, the social work, occupational therapy, and dietetics departments saw a 

decrease in the number of paediatric inpatients under five years old. The reduction in 

patient contacts was influenced by both supply and demand-side factors, including 

hospital management’s response to the State of Disaster declaration, protective 

attitudes from other HCWs, COVID-19 protocols, and fear of the virus.  

 

Despite global calls to prioritise child health and rehabilitation during the pandemic and 

the vital role of PTS in children’s long-term health promotion and disease management, 

many participants believed therapeutic services were not prioritised as “essential 

services”. The reduction in patient contact sessions led to missed opportunities for 

diagnosis and treatment, resulting in some paediatric patients presenting later and in 

more severe conditions than necessary and causing avoidable admissions. Additionally, 

the pandemic led to delayed school placements for children with disabilities, impacting 

access to formal education. 

 

Amid the abundant barriers to service delivery, therapeutic services Department Heads 

had to advocate strongly for their teams’ involvement in patient care to ensure the 

continuation of clinical services. In addition, there was a lack of specific guidance from 

hospital and National/Provincial Rehabilitation Directorates regarding their roles. This 

absence of guidelines prompted departments to rely on their core values for decision-
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making, leading to innovative resource creation, protocol adaptation, and procedural 

development by therapeutic services HCWs to navigate patient care challenges.  

 

Many departments embraced new models of service delivery in response to the 

pandemic, including telehealth, yielding benefits like enhanced accessibility, patient 

outcomes, and engagement. However, it was noted that communication-based 

interventions showed better telehealth compatibility while services requiring physical 

interaction faced challenges migrating to telehealth. Despite limited resources, some 

departments effectively implemented telehealth, underscoring its feasibility in the public 

healthcare system.  

 

The pandemic sparked a holistic “systems approach” to decision-making across 

departments and management structures. This spurred increased collaboration within 

and between departments, streamlining service delivery, promoting role-sharing, and 

enhancing inter-professional communication through efficient platforms like WhatsApp. 

Additionally, the pandemic prompted departments to restructure services for efficiency, 

with adaptations like patient prioritisation changes, increased referrals to lower levels of 

care, and operational adjustments, such as pre-screening and online resource 

migration. These innovations, including collaborations with NGOs, creating educational 

videos, home programs, online learning, and knowledge sharing, reflect unique 

responses that have not been widely documented.  

 

5.2 Implications for clinical practice, policy, and decision-making 

A hybrid approach 

The study findings indicate benefits of both in-person and telehealth services, while the 

literature suggests a hybrid approach as a cost-effective strategy for positive clinical 

outcomes and patient compliance (47,48). Amid the resource challenges anticipated 

with the introduction of SA’s NHI scheme and the existing therapeutic services HCW 

shortages (117), telehealth holds substantial promise to improve universal access to 

quality healthcare. Incorporating a hybrid approach as standard practice in therapeutic 

services interventions should therefore be explored further.  
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Students and training institutions 

HCWs observed improved interprofessional communication, collaboration, and a 

“systems approach” to decision-making during the pandemic. Additionally, there was an 

increase in role-release, resource sharing and task delegation which streamlined 

service delivery. Moving forward, it would be beneficial to integrate these skills and 

behaviours into the training of future HCWs to build upon pandemic-induced gains in the 

healthcare system. Hence, it is important to consider how these elements can be 

incorporated into the current curriculum and clinical training of students. 

 

Professional bodies and guidelines 

The HCWs who implemented telehealth interventions in this study mostly used their 

own resources. However, if a comprehensive telehealth program were to be 

successfully integrated into our healthcare system, buy-in from the Department of 

Health, along with dedicated resources for implementation are essential.  

  

The pandemic has painted a harsh reality in terms of the lack of leadership and 

guidance from professional bodies and the Department of Health for therapeutic 

services. This needs to be urgently addressed, with a focus on emergency 

preparedness, should a situation like this arise in future.  

 

5.3 Recommendations for further research  

 

• Pilot of a hybrid approach intervention in therapeutic services - Future research 

should consider piloting a hybrid approach intervention across different 

healthcare settings and levels of care to assess its feasibility and cost-

effectiveness for therapeutic services. 

• Evidence-based guidelines for therapeutic services – It would be beneficial to 

use the evidence available to compile guidelines for therapeutic services for 

managing COVID-19 and its associated complications in SA. It would also be 

beneficial to use the opportunity to advocate for stronger guidelines on essential 

services in emergencies and the role of therapeutic services in such situations.  
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• Long-term reorganisation and prioritisation changes in PTS – It would be 

beneficial to learn if the changes catalysed by the COVID-19 pandemic brought 

about long-term reorganisation and prioritisation changes in services or if the 

services reverted back to the pre-covid structure.  

• This study can also form the foundation for further studies on the impact of 

COVID-19 on children and their families, considering what HCWs now see as the 

consequences of the decreased services over 2020 and 2021. 

 

5.4 Conclusion 

Healthcare access is a fundamental human right crucial to child health which should be 

protected (1,135). Globally, healthcare services, including child health services, have 

been significantly disrupted by the COVID-19 pandemic (2). Findings of this study 

indicate that PTS at CHBAH in SA were impacted similarly. Persistent trends of low 

service utilisation during the pandemic drove HCW innovation, forcing HCWs to adopt a 

systems approach and develop increased efficiency. Considering the potential for future 

similar events as well as the upcoming NHI scheme in SA, the lessons learned from this 

study can contribute to health system preparedness and inform future planning and 

decision-making for PTS on a national level. 
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APPENDICES A – J 

Appendix A: Additional qualitative data 

OBJECTIVE 2, THEME 1: QUESTIONING THE MEANING OF ESSENTIAL SERVICES 

Sub-theme Quotations 

Protectiveness of 

doctors towards 

therapeutic services 

HCWs 

… in the beginning… the doctors also became like, paranoid. So they actually at one stage, very 

early on, um, kicked therapists out of wards. I think they got a fright. (HCW 15) 

 

And then we had to convince the doctors that it was actually okay for us to see the patients. The 

doctors were trying to protect the physios from going into the COVID wards. (HCW 16) 

 

So just like inviting, convincing doctors that, you know what - actually do allow us in - was in 

response to when we realised you know what - they're actually trying to protect us. (HCW 16) 

Service cancellation, 

reduced caseloads 

and referrals  

 

So we stopped all our outpatients. But that was the directive of the hospital as well. All MDT 

sessions were stopped, um, inpatients and outpatients. So ja, I would say for level five, we would 

only see walk-in patients - so patients who were coming into the hospital for something else would 

pop in to say "My hearing aid is not working", or "I'm having this kind of problem". So if someone 

came in, we would see them. (HCW 6) 

 

I think it dipped quite a bit, um, because obviously the hospitals were also not admitting, um, what 

they should be admitting. They were only admitting priorities and I know, paediatrics, um, they 

were very strict as to who came into contact with babies. Like if you don't need to see them, then 

rather not see them. So the referrals weren't coming in as much. (HCW 14) 

 

Um, and we have a service where we screen. So you go from patient to patient screening. So we 

had to stop that because that was just a contact precaution. If you're just going from patient to 

patient, you don't know what you're spreading. So we had to stop that. So obviously, our patient 

load was affected by that as well. (HCW 14) 

 

So basically now, uh, we had to red reduce drastically the amount of patients we were seeing. So 

I think according to the levels, like, I'm going from eight patients for a diagnostic clinic, we were 

maybe seeing three. (HCW 7) 

Missed opportunities 

and backlogs 

Particularly I think for me the, the worrying areas are like hands injuries, you know, where it's like 

got to be contracted and, and burns and stuff. And also PG's because your keloid scar and 

whatever, what's going to happen over the six months of the year. (HCW 3) 
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OBJECTIVE 2, THEME 2: HEALTHCARE WORKERS CARRIED ADDITIONAL LOADS DURING THE PANDEMIC, 

SOMETIMES OUTSIDE OF THEIR SCOPE OF PRACTICE 

Sub-theme Quotations 

Adjustment and 

change brought on by 

the pandemic  

 

There were ward rounds, and due to COVID, the ward rounds had to stop. And this means 

whatever that was achieved within ward rounds in a multidisciplinary team is difficult as now 

people are communicating from their own desk to the other desk. (HCW 13) 

 

… and now I suppose… the norm is like we never see each other's faces. And in the tea room that 

used to have like 25 people all sitting together, there's now max of five, you know, and people had 

to go and, and spread out and… So there's like physical, there's structural changes. And I don't 

know, to be honest, if we'll ever go back to a full lunch room, because sort of the psychology has 

changed so much now. (HCW 3) 

Additional duties and 

increased 

administrative 

responsibilities 

…if you were going to the wards, you had your, your visor, cleaning your phone and cleaning all of 

the things that you used in the ward and stuff like that, which takes more time to do... (HCW 9) 

 

So we always had to have one person in reception screening patients, which is temperature, asking 

about symptoms, taking their details down, sanitising hands, making sure they sit socially distant. 

So we essentially lost, uh, a clinical person because there had to be someone there the whole time. 

(HCW 3) 

 

So we've got like two files just chock a block of people's risk assessments, and then this one's high 

risk, so they must go here and get swabbed on day four. And this one on when your symptoms 

started that like it was just trying to stay on top of that, for me initially was like a full time thing. (HCW 

3) 

The mental health of 

HCWs 

 

 

 

 

 

 

And you would go on to every single webinar to try and just get as much information as possible. 

And I think it was information overload… (HCW 9) 

 

…just having the fear of my parents may get it and what may happen to them when they got it and 

not being able to travel to see them. (HCW 14) 

 

But in the time, it was just survival mode… and literally just coping day to day… and trying to get 

the team to cope day to day. (HCW 3) 

 

… and that was me going around - "There's too many people in a room", "The window's not open", 

"You're not wearing your mask properly", "You're not doing this" - maybe wasn't the most liked 

person at that time. Um, but that I kind of felt that I needed to do that to protect the team. (HCW 5) 
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OBJECTIVE 2, THEME 3: STRUCTURAL BARRIERS FACED BY HCWs AFFECTING SERVICE DELIVERY 

Sub-theme Quotations 

Closure of partner 

organisations 

Even though sometimes when you go to the police station, because we’re using a Diepkloof police 

station, you may find that they’re closed instead because of one of the member, it’s infected with 

COVID… (HCW 11) 

 

… other departments are going to lock down and then you saying health is not gonna go lockdown 

– let it operate. But certain sections within health require certain departments outside to be working 

as well. But that those ones are shut down, so it’s sort of i-disconnect there. (HCW 12) 

 

…the burden that we had, we do, we did have backlog when it came to movement of children from 

the wards. For instance, if there were when there are those children that are, that were abandoned, 

we as healthcare workers do not remove, we refer to Child Protection Organisations outside and 

those Child Protection organisations outside unfortunately, were not operating like we were. 

Most of their employees were at home. They would close the whole office for the week or two once 

they have found a COVID case. Then that would mean children had to stay, babies had to overstay 

in the wards while at the same time there were standing the risk of contracting COVID. (HCW 13) 

Challenges with 

patient follow-up 

 

I think there were a lot of patients we weren’t able to get hold of, in order to let them know services 

are starting up again, or that we had this MDT service. Um, so there were a lot of patients, I would 

say that we were not able to contact, um, and bring back into the caseload. (HCW 5) 

 

And we have lost patients through the cracks. We have lost patients that we cancelled in that hard 

lockdown, and we never could get hold of again, you know. (HCW 3) 

 

I think we’ve lost a lot of kids to follow up because especially in that time, they didn’t want to come 

to the hospital. So also nutrition is not something that they’re going to be like is a massive 

emergency… until they being admitted with the severe SAM and dehydration and hyperglycemia’s 

and those kinds of things. So… it is one of the things that falls to the wayside when, when you don’t 

want to come to the hospital. So we, we had far fewer SAM’s and MAM’s admitted, so severe acute 

malnutrition and moderately acute malnutrition, that were coming to the hospital for admission and 

following up in our outpatient clinic as well and then sort of when everything started settling and 

everything started opening up again, we saw a massive influx of them because they weren’t coming 

for follow up… so… the knock on effect has been that we’ve seen some severe malnutrition cases 

and an increase in the general number of malnutrition cases. (HCW 8) 
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Challenges with the 

availability and use of 

resources 

If, for instance, we want to do home visits… we’re not going the usual way. Now it meant that we 

need… upgraded connectivity… with the community… More creative way of connecting can be 

gadgets, computers and other things. And not just there, even meetings now, we can no longer go 

and sit in a meeting… With stakeholders outside… So we also needed i-upgrade on connect with 

connectivity. (HCW 12) 

 

…PPE was like gold dust… Degerm was like gold. You strapped them down and they still got 

removed. (HCW 16) 

 

… it was difficult because we struggled to get PPE. So that was a hindrance to therapy because no 

one wanted to go into a ward to treat a patient if they weren’t completely covered, as the government 

wanted us to be… And I remember – firstly, a lot of us started buying our own PPE, which was a 

cost to us. (HCW 2) 

 

Convincing supply chain, that yes, physios indeed need PPE the same as doctors – that we’re 

actually at more risk, because we hug patients for extended periods of time as part of our bread and 

butter – we can’t just stand at, stand at the foot end of the bed, look at the monitor and walk up, 

write in the file and walk away. We are actually up close and personal. And we are the people who 

ask people to cough while we with them, and then inspect what comes out… If you need to teach 

somebody to walk with crutches, you hold onto them. You help them with exercises, you in their 

faces for extended periods of time, and you can’t not be. (HCW 16) 

 

I found it quite hard and I don’t know if it was just in my mind but I felt more exhausted at the end of 

each day. It might have just been the stress and everything but I don’t know – I think we’ve gotten 

so used to the masks. But I just remember always feeling like yoh, either having a bit of a headache 

or just feeling like, you know, it’s putting a bit more, um ja strain on your body... (HCW 4) 

Lack of leadership and 

communication 

I think that communication could have been better. Um, just in terms of what’s happening where, 

how, when. So, cause what was happening were major barrier for us, was that therapists would go 

to wards only to be told at the door that now this is a COVID ward. Or, or they’d go to the ward and 

go in and then someone would say, oh, there’s a COVID patient waiting for transport, trance, 

transfer, um, but then they’re not kitted out in the PPE. So it was very, like, um, uh, it sometimes felt 

like everyone was just doing whatever to survive but no one knew what anyone was doing kind of 

thing. (HCW 3) 

 

What was disappointing for me was the lack of communication from management. (HCW 16) 
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… for me the communication was the biggest barrier. And I didn’t know what to tell staff when they 

come to you with questions, because I also didn’t know. (HCW 3) 

 

… you just get emails forwarded to you the whole time. (HCW 9) 

 

… but to this day from the National Department of Health, there are no rehab guidance or 

guidelines. (HCW 16) 

 

After spending those billions, what do we have? Because my thinking is, i-system itself should 

have been redefined. To prepare for diseases, similar diseases of the future. (HCW 12) 

 
 

OBJECTIVE 3, THEME 1: A SYSTEMS APPROACH TO DECISION-MAKING DURING THE PANDEMIC 

Sub-theme Quotations 

Role release I think… also making sure that whatever you offering within that session, it needs to be something 

that that parent then can continue to facilitate at home and shouldn’t just be that, um, during that 

session that, um, no, that’s when when the therapy happens, it has to happen at home as well. 

(HCW 4) 

 

… and we were doing all our services over the telephone with the nurses or WhatsApp with the 

nurses and with the doctors. So, then what we did is we, um, just, uh, gave them like a PDF of how 

to refer, when to refer, as well as what products we had available for them. So, and the indication 

for those products and when to use those products and for who to use those products. (HCW 9)  

 

But because there’s quite an overlap between what OT and physio do in terms of developmental 

care, we would alternate days. So a Monday, Wednesday, Friday, I would do the transitional ICU. 

And then a Tuesday and a Thursday, we would go to Ward 66… and then the other discipline did 

the other days, because there’s no point you and I both doing the same thing and waking up a little 

small baby who should be sleeping… (HCW 15) 

Inter-professional 

communication and 

coordination 

 

 

And we have to communicate virtually. WhatsApp started working so much that... 

Yes, we will say that it is one of the good things that has happened, but it comes with a cost because 

one should have data. If you do not have data, you will not know what is happening around you. So 

that is one extra cost that, uh, COVID has also brought that each of us, technology now had to 

increase. (HCW 13) 
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Restructured MDT 

services 

 

 

 

 

 

 

Our MDT services where we would have to go see patients, allied, allied MDT. We just now book 

them separately for ourselves, only those high-risk patients, um, who we feel like need a very 

intensive session will we book for all three, or will we be involved in the clinics with the allieds. And 

I found that it’s not a great percentage, actually, that needed, um, all three of us to be there. (HCW 

14) 

 

So we also restructured quite a lot of MDT services to more, um, staggered appointments where 

you go from me to you to somebody else on the same day. So we still try to cluster them, but not in 

the same place in the same room. (HCW 16) 

Changed models of 

service delivery 

… COVID forced us to to really look at different models of service delivery, um, therapists are able 

to go back to that to say, which models worked well, what didn’t work well, what can we adjust, and 

how do we continue forward with that? (HCW 5) 

 

… I think what we as a department did very early on is we started telehealth. And that continued, 

uh, post COVID and it’s something that we’re doing now. So very different to just, um, because I 

think other departments sort of did telephonic context, but we were doing full on, um, synchronous. 

(HCW 6) 

 

So I would say we kind of reduced some appointments, but then tried to make up with telehealth, 

um, and then saw, saw children a lot more as walk ins. I mean, we do a lot of walk ins in our 

department anyway, a huge number of our OPD’s just work, work on walk ins on the day of the 

clinic, then the doctor sends them you know, and you get them straightaway. So, but we did a lot 

more, especially for your kind of like your more chronic. I mean, I mean, walk ins for acute ortho 

make sense. But it was more the chronic, you know, like your CP and, and that type of thing. (HCW 

15) 

 

So we found that with our hearing aid patients, so those that get fitted, um, those are the patients 

we now targeting to do telerehab with. So we, they get seen for a first fit, and then two weeks later, 

we call them and we just find out how are they doing with the hearing aids? Um, is there any 

challenges they are facing? Um, we refer them to our hearing aid repairs clinic if there is a a problem 

with the hearing aids, so this is, so repairs clinic is a – um, it occurs every Monday besides a public 

holiday. So it’s a walk in service, so if anything was going wrong with the hearing aid, they could 

come to that service instead of waiting for their appointment which is in another month or two. (HCW 

7) 
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Um, we, I think, uh, the fact that we are now able to open more services. Um, we’re more flexible in 

terms of now we kind of got forced into the whole telerehab thing. So now, right now, we have two 

sort of services we can – we did up our game a little bit. (HCW 7) 

 
OBJECTIVE 3, THEME 2: WORKING SMARTER 

Sub-theme Quotations 

Service evaluation So two of those clinics, we no longer do that we've now incorporated those patients into our general 

OPD just because, um, where that clinics are situated… there is no space for the dietitian anymore. 

(HCW 9)  

 

And then, like for me, I started looking at stats to see, even like past stats to see, is it really worth 

having this kind of clinic? Um, what impact are we making with this clinic? Would it make a difference 

if we, we scrapped off the clinic and those patients came up to OPD. (HCW 10) 

 

… during COVID, we also had to reevaluate a lot of things all the time. So usually, you all take some 

time before you re-evaluate the service. But during COVID, we had to kind of almost on a monthly 

basis, if not a weekly basis, re-evaluate what's happening and how we should change it. (HCW 14) 

 

… we had to stop a lot like a lot of the clinics, for example, we haven't gone back to that. We've kind 

of found a more efficient way of running services. Um, so ja, services that we mostly stopped, 

because of COVID have still not yet started. But we have either, like say for, either stopped them 

completely, or just found alternatives. (HCW 14) 

Patient prioritisation  

 

We had to really prioritise ward patients as well. (HCW 2) 

 

And it was difficult, it was difficult because it didn't altogether seem ethical. But at the same time, 

we didn't know is it ethical to see fifteen and maybe spread it and then thirty more get it? Or is it 

unethical you know, to choose because you can't say one patient is more important than the other 

one. (HCW 2) 

 

We've started down referring a lot of patients. Because we started looking at the level of care 

packages, is it worth having that patient come in just to dietetics, um, when there are dieticians in 

the district? We don't have enough, but at least we are referring to clinics where there are dieticians. 

(HCW 10)  

Innovations in patient 

care  

 

So we, we would.. work more like on a plinth kind of thing, rather than on the floor, you know, when 

the kids more on you, but it's very difficult because you use your body when you treat children as 

well. So then… you used to stabilise certain parts, and then you do whatever. So now you can't… 

So ja, I think those were some of the the real adaptations. (HCW 15) 
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So then we started seeing them every two months or every three months. (HCW 14) 

 

… so what we've done is, um, through our professional associations, through stuff that we develop 

here at Bara, between provinces and between institutions, we share information. (HCW 16) 

 

So it was really like thinking like what is crucial for today? Whereas now if I go to the ward, and I 

want to spend an hour with the child, and I have the time for the day, I can do it whereas they wanted 

us to kind of limit sessions. So if we were with a child for 15 minutes or the mom for 15 minutes, 

what's the crucial things that we can say? Um... And what will really get across to them? (HCW 1) 

 

… we try to also lessen our contact time with them by maybe doing case history over the phone. 

And then when they come in we sort of went straight into the test battery… (HCW 7) 

 

… one other thing that we started to do was we started to do specific notes. So like for an example. 

So instead of writing out all your soap notes you actually have, and that we started to do to also 

reduce patient time with patients. (HCW 15) 

Patient education, 

remote monitoring and 

follow-up 

 

Previously, for instance, in outpatients, our volumes were just so overwhelmingly big that we never 

had the time, but… during that peak of the pandemic, we actually had the opportunity to follow up 

on, um, non-arrivals. Where you could call and say, "What's happened? Can we reschedule?" So 

that in that sense, it was good… (HCW 16) 

 

So I think we tried to look at where where could we connect with people - we also did a lot of phone 

calls just to check in with our patients to explain to them about COVID. (Speech-language therapist) 

 

But we'd looked at how we could provide information to caregivers when they weren't able to visit, 

um, calling them, letting them that we had seen them, how they were doing with their feeding. Um, 

and I think that as part of telehealth, that was the aspect of remote monitoring and following up with 

patients that we've continued to do. (HCW 5) 
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Appendix F: Study information document 

 

 

 

 

 

 

 

 

STUDY INFORMATION DOCUMENT  

 

Study title:  

The effects of COVID-19 on paediatric therapeutic services at Chris Hani Baragwanath 

Academic Hospital 

 

Introduction:  

Hello. My name is Robyn McGrath, and I am an occupational therapist. I am doing research to 

understand the effect that COVID-19 has had on therapeutic services at Chris Hani Baragwanath 

Academic Hospital (CHBAH). I am conducting this research as part of my Masters course in Public 

Health at the University of Witwatersrand.  

 

I am particularly interested in the opinions of healthcare workers working in paediatrics, and I will 

be interviewing healthcare workers from a range of therapeutic disciplines (occupational therapy, 

physiotherapy, speech-language therapy and audiology, dietetics and social work). The questions 

I would like to ask relate to the challenges healthcare workers have experienced in delivering 

services to children during the COVID-19 pandemic and the solutions and innovations they have 

used to overcome these challenges.  

 

Invitation:  

I would like to invite you to participate in this research study through an individual interview.  

 

What is involved: 

The interview will last between 45 and 60 minutes and will be conducted in English. The interview 

will be done face-to-face, observing all COVID-19 protocols; however, if you would prefer, I can 

arrange to do the interview online (MS Teams or Zoom) or telephonically. I would like to ask your 

permission to record this interview, so that I can go back to it at a later stage during the research 

process. The recording will be stored on my computer in a password-protected folder. If, at a later 

stage, I find that there is information missing or I need clarity on something you have said during 

the interview, I may need to conduct a brief follow-up interview with you telephonically.  

 

Risks of being involved in the study: There are no direct risks of participating in this study; 

however, some of the questions I will be asking are sensitive and may cause some psychological 
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distress. Participants will be able to discontinue the interview or withdraw from the study at any 

time should they wish to. 

 

Benefits of being in the study: There is no direct benefit to you if you choose to participate in 

this study. However, it is hoped that this research will possibly inform future planning and decision-

making about therapeutic services nationally, which could have important implications for the 

upcoming National Health Insurance system. 

 

Participation is voluntary: 

Participation in this study is voluntary and all participants will need to sign an informed consent 

form, stating that they are willing to take part in the study. Participants may withdraw from the 

study at any time, without reason and without penalty.  

 

Cost of participation: 

There is no cost involved in participating in this study and no reimbursement will be offered. 

 

Confidentiality:  

All the information you share with me will only be used for the purpose of this research study 

which I am planning to publish as an academic article. Everything you say will be kept confidential 

and will not be shared with anyone besides my research supervisor. However, it is important to 

note that by agreeing to participate in this study, you will form part of an identifiable group of 

people, i.e., it will be mentioned that participants were paediatric healthcare workers from the 

following disciplines: occupational therapy, physiotherapy, speech-language therapy and 

audiology, social work, and dietetics.  

 

Your name or job title will not be used so that no one can link you with any of your answers.  

The only exceptions - and all of them are rare - would normally be: 

1. personal information may be disclosed if required by law 

2. the Human Research Ethics Committees of the University may exceptionally require 

personal data to respond to a formal complaint, or for a compliance audit 

 

I would like to ask your permission to record this interview, so that I can go back to it at a later 

stage during the research process. The recording will be stored on my computer in a password-

protected folder. 

If results are published, this may, exceptionally, lead to cohort, or more rarely, individual 

identification. All data collected during the study will be securely retained for two (2) years, if a 

scientific publication arises from the study and six (6) years, if there is no publication. Thereafter 

it will be destroyed accordingly. 

 

Contact details of researcher/s: 

If you require any additional information about this study, please direct any questions to:  

Principal Investigator: Robyn McGrath - 0765901767 / mcg.robyn@gmail.com 

Research Supervisor: Dr. Wiedaad Slemming - 011-717-2292 / wiedaad.slemming@wits.ac.za 
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Outputs: 

I am planning to publish the results of this study as an academic article, which I will share with 

you once completed. 

 

Contact details of HREC administrator and chair:  

This study has been approved by the Human Research Ethics Committee (Medical) of the 

University of the Witwatersrand, Johannesburg (“Committee”). A principal function of this 

Committee is to safeguard the rights and dignity of all human subjects who agree to participate in a 

research project and the integrity of the research. 

 

If you have any concern over the way the study is being conducted, please contact the 

Chairperson of this Committee who is Professor Clement Penny, who may be contacted on 

telephone number 011 717 2301, or by e-mail on Clement.Penny@wits.ac.za. The telephone 

numbers for the Committee secretariat are 011 717 2700/1234 and the e-mail addresses are 

Zanele.Ndlovu@wits.ac.za and Rhulani.Mukansi@wits.ac.za  

 

Thank you for reading this Study Information Sheet. 

Date: December 2021 
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mailto:Rhulani.Mukansi@wits.ac.za
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Appendix G: Participant consent form 

 

                                                                 

PARTICIPANT CONSENT SHEET  
 

The effects of COVID-19 on paediatric therapeutic services at Chris Hani 

Baragwanath Academic Hospital 

 
1. I have been given a Participant Information Sheet which explains the nature and processes 

involved in this study, which is attached hereto; 
2. I was given time to read it, or had it read to me, in the language I best understand; 
3. I was given time to ask any questions I wanted to and found any answers given to me to be 

reasonable and satisfactory; 
4. I believe I fully understand why the study is being conducted and what the intended outcomes will 

be; 
5. I understand that there will be no immediate benefit to me, should I agree to participate, nor will I 

receive any payment; conversely, participation will not cost me anything but my time; 
6. I understand that, even if I initially consent to take part in the study, I may subsequently withdraw 

at any time and would not be required to give any reasons; if that happened, any data collected 
about me for the purposes of the study would immediately be destroyed, unless I give consent for 
it to be retained 

7. I have been given a range of contact details, listed below. If I require further information or become 
concerned about any aspect of this study I am free to speak to any of these contacts.  

8. I understand that the interview will be conducted in English, either face-to-face in a quiet room at 
Chris Hani Baragwanath Academic Hospital, or online (MS Teams/Zoom) or telephonically (or via 
Whatsapp call) depending on COVID-19 restrictions and my own preference. 

9. I understand that the interview will last between 45 – 60 minutes. 
10. I understand that the researcher my need to conduct a follow-up interview with me telephonically if 

gaps are identified or further clarity is needed. 
 
 

Contact details: 
 
Robyn McGrath, Principal Investigator: 
Telephone no: 076 590 1676  
E-mail: mcg.robyn@gmail.com 
 
Wiedaad Slemming, Supervisor: 
Telephone no: 011 717 2292 
E-mail: wiedaad.slemming@wits.ac.za 
 
Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the University 
of Witwatersrand 
Telephone no: 011 717 2301,  
E-mail: 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: ________________________________________ 

Date:          ________________________________________ 

Place:            ________________________________________  

Signature or mark     ________________________________________ 

 

Witnessed by: 

Name of Witness: ________________________________________ 

Signature:             ________________________________________ 

Date:       ________________________________________  

mailto:Zanele.Ndlovu@wits.ac.za
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Appendix H: Consent form for audio recording 

 

 

 CONSENT FORM FOR AUDIO RECORDING OF STUDY PARTICIPATION 

The effects of COVID-19 on paediatric therapeutic services at Chris Hani 

Baragwanath Academic Hospital 

 
I hereby consent to audio recording of the interview. 
 
I understand that: 

• 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.  

• The recording will be transcribed and any information that could identify me will be removed,  

• 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  

• 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 

• 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: ________________________________________ 

Date:          ________________________________________ 

Place:            ________________________________________  

Signature or mark     ________________________________________ 

 

Witnessed by: 

Name of Witness: ________________________________________ 

Signature:             ________________________________________ 

Date:       ________________________________________ 
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Appendix I: Indepth interview guide 

 

Interview guide 

 

Background information 

No. of interview: 

Consent provided: 

Contact number: 

Job title: 

Years of experience in this profession:  

Length of time employed at CHBAH:  

Length of time working in paediatrics at CHBAH: 

 

Opening questions 

 

1. Can you tell me about the paediatric team in your department? 

Probe: how many therapists/healthcare workers, roles, management 

 

2. For chief healthcare workers: 

Can you tell me about the different paediatric services offered in your department? 

Probe: different clinics, inpatient, outpatient, assistive devices 

 

3. Can you tell me about a normal workday in your department before COVID-19? 

Probe: work routine, patient care, groups, admin time 

 

Key questions 

Personal/individual questions 

 

4. Have you had COVID-19? 

Probe: symptoms, recovery 

 

 

 

 

 

5. How did the COVID-19 pandemic affect you personally during this period? 

Probe: family, finances, childcare, housework 

 

6. How did COVID-19 change your normal work routine?  

Probe: MDT work, use of PPE, contact sessions, groups 

 

7. What barriers or challenges did you personally experience in your work during this hard lockdown 

period? 

Probe: stress, mental health, PPE, patient load, MDT work, increased admin 

 

8. Have you, at any point during the pandemic, performed additional roles or tasks outside of your 

usual duties? 

 

Thinking back to the initial level 5 lockdown and the first level 4 lockdown in 2020 (March – June 

2020): 
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Probe: task teams, patient screening 

 

Team questions 

 

9. Have any of your paediatrics team members had COVID-19? 

Probe: number of healthcare workers  

 

10. How has the pandemic affected your paediatrics team? 

Probe: service provision, team dynamics, staff quarantine 

 

 

 

 

 

 

11. Since then, how has the pandemic affected you personally? What has changed?   

Probe: family, finances, childcare, housework 

 

12. What has changed in your work since that hard lockdown period in 2020?  

Probe: stress, mental health, PPE, patient load, MDT work  

 

13. Has anything changed in your paediatrics team since the hard lockdown period in 2020? 

Probe: service provision, team dynamics, staff quarantine 

 

 

 

 

 

 

14. Did you personally make any adaptations or come up with any solutions to the problems that you 

experienced? 

Probe: home programs, telehealth, therapy kits, videos 

 

15. What adaptations/adjustments have you made as a team to maintain or improve service delivery 

during the pandemic? 

Probe: MDT work, shortened sessions, home programs, telehealth, therapy kits, videos 

 

16. What barriers or challenges are you currently experiencing in your work? 

Probe: staff, patient load, groups 

 

17. Do you have any possible solutions of how you could overcome these challenges? 

Probe: home programs, telehealth, therapy kits, videos 

 

18. How would you describe your current paediatric services? 

Probe: running at full capacity, still reduced 

 

 

 

 

Many paediatric healthcare workers across the world have reported making adaptations or 

adjustments to the way they deliver paediatric services as a result of the COVID-19 pandemic. 

 

 

On the 1st June 2020 we moved to lockdown level 3 and since then, lockdown levels have fluctuated 

based on the different waves of the pandemic: 
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19. Did you personally receive the vaccine? What was your experience like? 

Probe: side effects 

 

 

20. What effect has vaccination had on paediatric services? 

Probe: stress of healthcare workers, risk of severe disease 

 

21. Would you say that things are easier at work now compared to the original hard lockdown period? 

Probe: why or why not? 

 

22. How would you describe the level of support that you have received from your seniors and the 

hospital management during the COVID-19 pandemic? 

Probe: information, communication, psychological support 

23. Are there any changes that have been made during the pandemic which you think have significantly 

improved the way your team functions or which you think should continue after the COVID-19 

pandemic? 

Probe: telehealth, home programs, use of technology, patient management 

 

 

24. For Heads of Department: 

What are some of the management challenges that you have experienced during the COVID-19 

pandemic? 

Probe: protocols, quarantine, staff, mental health  

 

 

Closing questions 

 

25. What would you like to see change in your department as the COVID-19 pandemic continues? 

Probe: work roles, patient care, use of technology, PPE 

 

26. Is there anything else you would like to ask or add?  

 

Thank you for participating in this interview.  

 

  

 

Healthcare workers were given the option of being vaccinated at the beginning of 2021: 
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Appendix J: COREQ guidelines 

 

COREQ (COnsolidated criteria for REporting Qualitative research) Checklist  

  

A checklist of items that should be included in reports of qualitative research. You must report the page number in 

your manuscript where you consider each of the items listed in this checklist. If you have not included this 

information, either revise your manuscript accordingly before submitting or note N/A.  

  

Topic  

  

Item No.  

  

Guide Questions/Description  Reported on 

Page No.  

Domain 1: Research team 

and reflexivity   

      

Personal characteristics         

Interviewer/facilitator  1  Which author/s conducted the interview or focus group?    Pg 28 

Credentials  2  What were the researcher’s credentials? E.g. PhD, MD    Pg 28 

Occupation  3  What was their occupation at the time of the study?    Pg 28 

Gender  4  Was the researcher male or female?    Pg 28 

Experience and training  5  What experience or training did the researcher have?    Pg 28  

Relationship with 

participants   

      

Relationship established  6  Was a relationship established prior to study commencement?    Pg 28 

Participant knowledge of 

the interviewer   

7  What did the participants know about the researcher? e.g. personal 

goals, reasons for doing the research   

 Pg 28 

Interviewer characteristics  8  What characteristics were reported about the inter viewer/facilitator? 

e.g. Bias, assumptions, reasons and interests in the research topic   

 Pg 28 

Domain 2: Study design         

Theoretical framework         

Methodological orientation 

and Theory   

9  What methodological orientation was stated to underpin the study? e.g.  

grounded theory, discourse analysis, ethnography, phenomenology, 

content analysis   

 Pg 27 

Participant selection         
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Sampling  10  How were participants selected? e.g. purposive, convenience, 

consecutive, snowball   

 Pg 24 

Method of approach  11  How were participants approached? e.g. face-to-face, telephone, mail, 

email   

 Pg 26 

Sample size  12  How many participants were in the study?    Pg 26 

Non-participation  13  How many people refused to participate or dropped out? Reasons?    Pg 26 

Setting        

Setting of data collection  14  Where was the data collected? e.g. home, clinic, workplace    Pg 26 

Presence of nonparticipants  15  Was anyone else present besides the participants and researchers?    Pg 26 

Description of sample  16  What are the important characteristics of the sample? e.g. demographic 

data, date   

 Pg 41 

Data collection         

Interview guide  17  Were questions, prompts, guides provided by the authors? Was it pilot 

tested?   

 Pg 26 

Repeat interviews  18  Were repeat interviews carried out? If yes, how many?    Pg 26 

Audio/visual recording  19  Did the research use audio or visual recording to collect the data?    Pg 26 

Field notes  20  Were field notes made during and/or after the interview or focus group?   Pg 26 

Duration  21  What was the duration of the inter views or focus group?    Pg 26 

Data saturation  22  Was data saturation discussed?    Pg 26 

Transcripts returned  23  Were transcripts returned to participants for comment and/or   N/A 

Topic  

  

Item No.  

  

Guide Questions/Description  Reported on 

Page No.  

  correction?    

Domain 3: analysis and 

findings   

      

Data analysis         

Number of data coders  24  How many data coders coded the data?    Pg 27 

Description of the coding 

tree  

25  Did authors provide a description of the coding tree?    Pg 27 

Derivation of themes  26  Were themes identified in advance or derived from the data?    Pg 27 
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Software  27  What software, if applicable, was used to manage the data?    Pg 27 

Participant checking  28  Did participants provide feedback on the findings?    N/A 

Reporting         

Quotations presented  29  Were participant quotations presented to illustrate the themes/findings?  

Was each quotation identified? e.g. participant number   

 Pg 43 - 71 

Data and findings consistent  30  Was there consistency between the data presented and the findings?    Pg 43 - 71 

Clarity of major themes  31  Were major themes clearly presented in the findings?    Pg 43 - 71 

Clarity of minor themes  32  Is there a description of diverse cases or discussion of minor themes?         Pg 43 - 71 
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